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Patient Details
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Date of birth ..........  S— /...

Sex Male Female (Please circle)

TElEBRONE (H)wm s e s

Dr/ Mr/ Mrs/ Ms / Miss (Please circle)
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X-rays

X-rays available Yes No (Please circle)

Treatment Required (Please circle)

Dentoalveloar Trauma TMJ  Pre-prosthetic

Other Information

Pathology Implant Orthognathic
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If an urgent consultation is required, please call our reception team on 08 9328 3006.

Treatment Notes ...,

Referrals can also be made by visiting www.specialistomfs.com.au

Specialist Oral and Maxillofacial Surgery
41 Walcott Street, Mount Lawley WA 6050

T 089328 3006 F 08 9328 3007
E admin@specialistomfs.com



