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:
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Anesthesia: (check) L General [ 1.v. Sedation L Locall

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.
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