
Patient Name         Date

Patient Phone             DOB

Referring Doctor

Referring Doctor Phone                  E-mail

Oral Surgery Procedures
 Extraction

 Wisdom Teeth Removal #_________

 Implant (s)_________ 

 Exposure and Bond #________

 Bone Grafting / Ridge Augmentation

 Infection

 Pathology / Biopsy 

 Sinus Augmentation

Radiographs
 Emailed to info@jawlineoralsurgery.com

 Given to Patient    Please take

 

Notes

 Sinus Repair

 Alveoloplasty

 Torus Removal

 Frenectomy

 Facial Trauma

 Apicoectomy

 Other

William Shin, DDS
5520 Castleberry Rd Suite 300

Cumming, GA 30040
Phone: 470-239-4289

Fax: 770-888-8128
info@jawlineoralsurgery.com
www.jawlineoralsurgery.com
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