
DateSteven L. Wilson, DDS, LLC
Specialist in Periodontics • Implants • Laser Surgery

200 E. 30th Avenue • Suite B 
Hutchinson, KS  67502-2409

Phone 620-665-5200
Fax 620-665-5202

frontoffice@stevenwilsondds.com

Allow me to introduce my patient, ________________________________________
for periodontal/implant evaluation. Contact phone numbers are
Home ____________________________ Work _____________________________
My findings indicate a need for a consultation regarding

 Periodontal treatment
 LANAP - laser gum disease treatment
 Implant placement
	Laser assisted peri-implantitis treatment
 Crown lengthening  Impacted tooth exposure

Full Mouth Radiographs
 Mailed
 Sent with patient
	May be taken in your office and a copy sent for our records

Comments & Concerns

 We have scheduled an appointment with your office on
at      a.m./p.m.

 We requested our patient contact you at their earliest convenience
 Please call patient for consultation appointment

Referring Office

Please Print Phone Number 

 PATIENT INFORMATION:

First Name___________________________________  Date of Birth ________________

Last Name_______________________________________________________________

Phone______________________ E-Mail_______________________________________ 
• Patient will call for appointment      • Please call patient

 REFERRED FOR THE FOLLOWING:
•Complete Periodontal Evaluation:   •Early    •Moderate    •Advanced 
•Implants                                                   • Guided Tissue Regeneration   
• Gingival Recession                                     Teeth #________________      
• Graft for Root Coverage                       • Gingival Contouring for Cosmetics
•Crown Lengthening                                    Teeth # _______________
    Teeth # ________________                 • Ridge Augmentation

Treatment_______________________________________________________________

________________________________________________________________________

Periodontal  Referral  Form

 PERIODONTAL TREATMENT COMPLETED IN YOUR OFFICE:
• Plaque Control Instructions                       • Prophylaxis and Gross Scaling
• Root Planing                                                 • Periodontal Maintenance Therapy

 POSSIBLE EXTRACTIONS:
Have you advised the patient of the possibility of extraction? If so, which tooth number(s)________

________________________

 REFERRING DOCTOR:

Name________________________________________Phone_____________________

 RADIOGRAPHS OR CLINICAL PHOTOS:  (with dates)
• Being Mailed                                       • Given To Patient
• Being Emailed                                    • No X-Ray, Please Take
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