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2702 REW CIRCLE, STE. B « OCOEE, FL. 34761
www.smilesoforlaondo.com Phone: 407-656-8080

REFERRED BY DR.: REFERRING OFFICE TELEPHONE.:
INTRODUCING.: HOME PHONE:

ALTERNATE PHONE: INSURANCE NAME, IF ANY:

X-RAYS: OFFICE SENDING PATIENT BRINGING TAKE AS NEEDED

PLEASE EVALUATE FOR

Collapsed Vertical Dimension Special Denture/RPD Problem
Dental Implant Rehabilitation Esthetic Rehabilitation
Occlusal Problems Crown and Bridge
TMJ/TMD Cancer/Trauma
Requires Premedication: Yes or No Any health concerns: Yes or No
REMARKS

This message is intended for the use of the individual or entity to which is addressed, and may
contain information that is priviledged, confidential, and exempted from disclosure under applicable
law. If the reader of this message is not the infended recipient, you are hereby notified that any
dissemination, distribution, or copying of the communication is strictly prohibited. If you received this
in error, please notify us via telephone or fax.




