Dr. William Wirebender

1234 Main Street

Toothtown, NY 55555

(555) 555-5555

www.toothmanbraces.com

Date: ____________________
Patient's Name:
_____________________________________________

To: _______________________________________________
Family Name:

_____________________________________________

C.C. To: ___________________________________________
Telephone: 


_____________________________________________

In order to continue this patient's treatment please do the following:

Periodontal Treatment:

· Please perform a periodontal evaluation, inform me of the periodontal charting and provide any necessary treatment.

· Please send me a report of your treatment plan so that we can continue with this patient's orthodontic treatment without 



further delay.

· ________________________________________________________________________________________________

General Treatment Requests:

· Examination, prophylaxis and apply topical fluoride at your discretion.

· This patient's oral hygiene is not as good as it could be, please reinforce this patient's need for proper oral hygiene.

· Evaluate ALL teeth for restorative procedures.

· Evaluate the teeth circled below for restorative procedures.

· Evaluate the teeth circled below for cosmetic bonding.

· Evaluate the teeth circled below for a gingival graft.

· Evaluate for a possible mandibular labial frenectomy.

· Evaluate for a possible mandibular lingual frenectomy.

· Evaluate for a possible maxillary labial frenectomy.

· Evaluate for possible implants on the teeth circled below.

· ________________________________________________________________________________________________
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Comments:
__________________________________________________________________________________________________


__________________________________________________________________________________________________

	( Enclosed are this patient's x-rays, which you may keep.
	Notes:

	( Enclosed are this patient's x-rays, please return them when done with them.
	

	( This patient's x-rays are on file and available upon request.
	

	( This patient has an appointment with you on: _______________________________
	

	( This patient will contact you for an appointment.
	

	( ___________________________________________________________________
	


Best Regards: _______________________________________________
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