
	
	
	
	

 

Date: …………….……………….……………….……………….……………….…………………….……. 

Referring Dentist: ……………….……………….……………….……………….……………….……….... 

 

Patient Information  

First Name: ……………………………………………………………………………………………………. 

Last Name: …………………………………………………………………………………………………..... 

Patient Phone #: …………………………………………………………………………………………….... 

 
Referral Details:  

For consideration of the following teeth/sites: 
 
 
 
� Complete Periodontal Exam  
� Specific Exam  

� Dental Implants 
� Soft Tissue Grafting 
� Frenectomy 
� Pre-prosthetic Crown Lengthening  
� Extractions 
� Bone Grafting / Sinus Augmentation / Ridge Augmentation    
� Pre-Orthodontic Procedures (Tooth Exposure, Frenectomy, Soft Tissue Graft) 
� Oral Pathology / Biopsy……………….……………….……………….……………….…... 
� Cone Beam CT………….……………….……………….……………….………………...... 

� Oral / IV Sedation Consultation 
� Other ……………….……………….……………….……………….……………….………………. 

Antibiotic Prophylaxis Required?    Yes / No 

Additional Comments:  

13158 Tecumseh Road East, Unit 2A 
Tecumseh, Ontario N8N 3T6 

T: 519-956-9909  F: 519-956-9701  

Dr. Stephen J. Spano  
BSc, DDS, MSc (Perio), FRCD(C), Dip ABP 

Periodontist 
www.southpointperio.com  

info.southpointperio@gmail.com 
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