RALPH R. REYNOLDS, DMD, MD

ORAL AND FACIAL SURGERY Or LOVELAND L.L.C.

2992 GINNALA DRIVE LOVELAND CO 80538
PHONE: 970-663-6878 FAX: 970-663-2669

FAX REFERRAL FORM
No cover sheet required
Today’s Date Patient Home #
Introducing Patient Work #
Referred by Dr. Patient Cell #

Please indicate type of visit:
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U Implant for:
U Implant Supported Dentures
W Implant Supported Crown & Bridge
U Extractions Indicate Lesion Location:
 Bone Grafting
[ Preprosthetic Surgery

O Orthognathic Surgery

d Facial Fracture

[ Facial Cosmetic or Reconstructive Surgery
[ Sleep Apnea

d TMJ Consultation

U Pathology Evaluation & Possible Biopsy
Comments:

{ Please call me concerning this patient

 X-rays sent with patient J X-rays sent via E-Mail
{ X-rays mailed (] Please take an X-ray

CONFIDENTIALITY NOTICE
The mformation contained in this facsimile is confidential information belonging to Oral and Facial Surgery of Loveland, LLC, which is pro-
tected by the physician-patient privilege. State Law prohibits further disclosure of this information without specific written consent of the per-
son to whom it pertains or as otherwise permitted by law.
If you are not the intended recipient, you are hereby notified that any disclosure, copying, distribution or taking of any action in reliance on the
contents of this information is strictly prohibited. If you have received this fax in error, please call the number above and return the original
message to us via the US Postal Service. Thank You,



