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Clarke V. Filippi, DDS, Inc.

Date: _____________________ Appointment Date: ____________________

Patient Name:_________________________ Phone: ____________________

Referred by Dr:____________________________________________________

Please evaluate for dental implants in the following areas:

� – Circle implant sites � – Crossout teeth to be extracted

Implant System: ________________

Would you like a telephone call during
the patient’s appointment?

� Yes � No

Periodontal or mucogingival
considerations?

� Yes � No

Comments:

Signed: Dr.___________________________

Referral - White Copy Patient - Yellow Copy Doctor - Pink Copy

IMPLANT REFERRAL

Tentative restorative plans:
� Single unit crown
� Fixed Bridge
� Over-denture

Radiographs:
� Enclosed are all radiographs

available from my office.
� I have no radiographs. Please

take what you need.
� Our office will email radiographs

to xray@centralvalleyperio.com
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