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Date:

Referring Doctor:

Patient's Name:

Patient’s D.O.B.: Patient’s Gender: Male Female

Date fo Scan:

Radiology Report:

General overread to rule-out pathology Specific area of interest

Relevant medical /dental history

[] History of cancer: (type of cancer)

I:' History of head/neck radiation therapy (radiation area/time frame)

History of bisphosphonate or RANK ligand inhibitor medication use
(medication use duration)

Signature of referring Dentist

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


mailto:ken@precisionguidedsurgery.com

