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REMARKS/DR. PREFERENCE:

ELECTRONIC REFERRAL FORMS AVAILABLE

ORAL SURGERY &
PERIODONTICS

P: 919-841-1720 F: 919-841-1725 info@ncimplant.com
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REFERRING FOR: No Preference Oral Surgery

RIGHT LEFTPERMANENT RIGHT LEFTPRIMARY

Periodontics

Expose & Bond

Extractions

Wisdom Teeth

Alveoplasty

Pathology

REASON FOR REFERRAL:

Crown Lengthening

Soft Tissue Graft

Scaling & Root Planing

Ridge/Sinus Augmentation

Socket Preservation

Dental Implants Periodontal Evaluation

Full Arch Rehabilitation

Laser Therapy (LANAP/LAPIP)

Limited ExamComplete Exam

Pocket Reduction

CT Scan

www.NCimplant.com
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