Date:

Patient Name:

Home Phone: Work Phone:

Referring Doctor:

CONSULTATION
to have consultation only
to have Prosthodontist do complete treatment

to have Prosthodontist do specified treatment only

Consultation and/or treatment requested:

APPOINTMENT
DAY DATE TIME

Charting Photos

Enclosed (or e-mailed): X-rays

Please send referral and x-rays to: ellen@schmidtadvanceddentistry.com.

Kyle Schmidt DDS, MSD, Inc., PS.
phone 425.374.3226 | fax 425.374.8394
4418 Rucker Ave, Everett, WA 98203
psadvanceddentistry.com



