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18 Joyce T. Lee, D.D.S., M.D.
Walter L. Myers, D.D.S.

Diplomates, American Board of Oral & Maxillofac~ Surgery
Metropolitan Oral &

Maxillofacial Surgery
Associates

100 ColonySquare, Suite 1202
1175 Peachtree Street NE . Atlanta, GA 30361

office 404 8741115 . fax 404 874 0624

Introducing Phone

Patient's Address

Referred by Dr .

Radiographs: CJ Enclosed CJ Will Bring

Dr. requests call priorto seeing patient?

CJ No X-rayAvailable CJ Please Take

Please evaluate and provide treatment for the following:

Q Extractions

Q DentalImplants

Q CrownLengthening

Q FacialCosmeticSurgery

(please specify)

Q Apicoectomy
Q Trauma

Q TMJ Disorder

Q OrthognathicSurgery

Q Biopsy
Q ToriRemoval

Q Frenectomy

Q Exposure

Q Other
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Remarks:

Future Restorative Plan:

A. Patient (X)f:/'/B. Copy to be maj~ to Specialst


