
REFERRAL FORM FOR
ORAL AND MAXILLOFACIAL SURGERY

MR STEPHEN AUSTIN | MR MICHAEL CARTER

NEXT AVAILABLE

PATIENT: ..............................................................      DOB: ...................................................................

ADDRESS: ............................................................     PHONE: ...............................................................

REFERRAL FOR:

WISDOM TEETH ORTHOGNATHIC EXPOSURES

IMPLANT SURGERY TOOTH EXTRACTION PATHOLOGY

OTHER: .................................................................................................................................
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PATIENT HISTORY (including relevant medical conditions):

................................................................................................................................................

................................................................................................................................................

................................................................................................................................................

REFERRER:

PROVIDER NUMBER: DATE:

Please include relevant x-ray, OPG, cone-beam, CT, or MRI, when making referral.

(03) 8592 1985
surgery@wdsg.com.au
westoms.com.au
Suite 4/132 La Scala Avenue, Maribyrnong VIC 3032
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