JAVIER E. MARTINEZ DDS, MS
SMI LES O F PROSTHODONTIST
ORLANDO e

CENTER FOR ADVANCED DENTISTRY

REFERRAL FORM
PLEASE FAX OR EMAIL TO:

Tel.: 407-656-8080 | www.smilesoforlando.com
Fax: 407-656-9098 | smilesoforlando@gmail.com

Expert Care with Exceptional Results

Introducing: Patient’'s Phone:

Referred by Dr.: Dr. Phone Number:

X-RAYS: |:| OFFICE SENDING |:| PATIENT BRINGING |:| TAKE AS NEEDED

PLEASE EVALUATE FOR

[JEsthetic Rehabilitation O Crown and Bridge
L Special Denture Problem [1Post Perio Restoration
L Special Partial Problem [1Occlusal Problems
[1Precision Attachment Paritals CImplant Rehabilitation
Requires Premedication: Yes or No Any health concerns: Yes or No
REMARKS

TO PATIENT: Upon scheduling, our team will text or email your online registration link. Please
complete your forms prior to your visit, or arrive 15 minutes early to complete them in our office.
Please bring this referral slip with you to your visit. We look forward to meeting you!

ACP

This message is infended 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 intended 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.

AMERICAN COLLEGE OF

PROSTHODONTISTS

Your smile. Our specialty”




