
Patient’s	Name:	____________________________________________________________	

Patient’s	DOB:	____/____/________																Phone	#:	(_____)	_____	-	________	

PATIENT	REFERRAL	
Referring	Dr.	________________________________	
OfCice	phone	#:	(_____)	_____	-	________	
Today’s	Date	____/____/________	James	A.	Parelli		|		DMD,	MD,	MS.Ed	

Board-CertiCied	Oral	and	Maxillofacial	Surgeon	

PATIENT	DETAILS

REASON	FOR	REFERRAL

☐	Tooth	Extraction	

☐	Implants	
☐	Bone	Graft	
☐	Exposure	/	Expose	&	Bond	
☐	Tori	Removal	
☐	Pathology	
☐	Frenectomy	
☐	Orthognathic	Surgery	
☐	Botox	/	Facial	Fillers	
☐	TMJ

Special	Instructions	/	Remarks:	__________________________________________________________________	

_______________________________________________________________________________________________________	

_______________________________________________________________________________________________________

providenceoralsurgery.com	
102	Waxhaw	Professional	Park	Drive,	Suite	G,	Waxhaw,	NC	28173	

Phone	(704)	289-8819				/				Fax	(704)	289-8816	
contact@providenceoralsurgery.com
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