QuUINCY MEDICAL GROUP Daniel E. Riggs, D.D.S., M.D.
Oral and Maxillofacial Surgery Erin Sheffield, D.D.S.

REFERRAL REQUEST

Patient’'s Name:

D.O.B: Phone Number:

Referred By Dentist Name:

Dental Insurance Provider:

O Temporomandibular Joint Evaluation

O Implant/Preprosthetic Evaluation g@g%ggéégé @ @ g

O Lesion/Growth Evaluation 4567891011213 16

O orthognathic Evaluation UCSQ@@FDQQHG

0 Trauma Evaluation P(]Rtisf?ttls QQOQQDDQQQ Paiireef?tls
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[0 Extractions (Please list below) 20 2928 27 26252423 2 21 20 19
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Anesthesia: (check) O General O 1.v. Sedation O Local

Remarks:

Doctor’s Signature: Date:

IMPORTANT: Email x-ray with referral to referral@quincymedgroup.com.
Please include patient’'s name, date of birth, date of x-ray, and dentist’'s name.

Visit quincymedgroup.com/medical-services/oral-maxillofacial-surgery for our fillable PDF referral form.

(217) 222-9434 « FAX: (217) 222-0671 « 3915 Maine « Suite 3 « Quincy, IL 62305



