MiChaeI T- Henry, D-D-S-, M-S-, P-A. xmg:i%an Association of

W Orthodontists
a Orthodontics and Dentofacial Orthopedics =

Adults and Children

Date:

Referring Doctor: Phone:

Patient Name:

Please evaluate:

A Orthodontics A T™M] A Other

Restorative & periodontal status:

A Complete / Stable A Incomplete / Active Disease

Desired recall interval:

A 3 months A 4 months A ____months

Recent radiographs available for our review:

QX Full mouth series ™ panorex = Cephalometric
Q Bitewings D occlusal & other

Comments:

B please send additional referral slips.

105 Turnberry Way. ¢ Pinehurst, N.C. « 28374
910.692.7965 * 910.693.6767 (fax)
henryortho@hotmail.com * southernpinessmiles.com




