
35246 US Hwy 19 N, 
#324 Palm Harbor, FL 34684 

Date________________________ 

Referring Office:

Address:

Phone:

Email:

Patient’s Name: 

Patient’s D.O.B.:

Radiology Report: 
____ General overread to rule-out pathology 

____ Specific area of interest: 
_________________________________________________________________ 
_________________________________________________________________ 
_________________________________________________________________ 

Relevant medical/dental history: 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________

________________________________________ 
Signature of referring Dentist 

Phone: (813) 426-4911 Fax: (727) 255-7227 Email: ken@precisionguidedsurgery.com

_________________________________
_________________________________
_________________________________
_________________________________
_________________________________
_________________________________
_______  Patient’s Gender: ___ Male ___ Female 


