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(815) 372.0100 

                                                                         Referral Form 

 

Clarence S. Tang, D.D.S., M.D.      Phil Meehan, D.D.S., OMFS 

Oral Surgeon           Oral Surgeon 
 

 

Referring Dentist: ___________________________________    Referring to: _______________________________________ 

Patient’s name: ________________________________________________________________________________________ 

                                                   Last                                                            First                                                       Middle 

Date of most recent panoramic radiograph ___________________________________________________________________ 

❏Radiograph given to patient    ❏ Radiograph emailed (frontdesk@vvdental.com) 
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REASON FOR REFERRAL: 

❏ Consultation Re: 

______________________________________________________________________________________________________ 

_____________________________________________________________________________________________________ 

❏ Treatment (as requested): 

______________________________________________________________________________________________________ 

______________________________________________________________________________________________________ 

Relevant History: 

______________________________________________________________________________________________________ 

______________________________________________________________________________________________________ 

Comments: 

______________________________________________________________________________________________________ 

______________________________________________________________________________________________________ 

❏ An appointment has been made.                                                          ❏ Post-referral maintenance   ❏ By specialist          

_______________________________                                                                                                      ❏ To be discussed 

Referring Dentist Signature: ______________________________________________                Date: ______________ 
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