
 

 

Sudbury Town Square I 29 Hudson Road, Suite 3220, Sudbury, MA 01776  

            978-443-4545 I info@gladfamilydental.com  

 
Patient Referral to: 

Natalia Acosta-Farhadi DDS MS 
Periodontist 

Patient: _____________________________________      Date: __________________________ 

Referral by Dr. ________________________________     Phone: _________________________ 

Reason for Referral: 

  Complete periodontal evaluation ________________________________________________ 

  Crown Lengthening for teeth #: __________________________________________________ 

  Gingival Recession, teeth #: _____________________________________________________ 

  Oral Pathology: _______________________________________________________________ 

 Dental implant #: __________  Orthodontic Exposure: __________  Frenectomy 

  Extraction, tooth/teeth number: _________________________________________________ 

 

Preferred implant system:  Straumann     Biohorizons         Other:__________________ 

Radiographs:

 With Patient   FMX 

 Pano 

 No X-rays               CBCT 

 Mailed on: _______________ 

 E-mailed on: ______________

Prosthetic/restorative plans, comments, concerns, case description _______________________ 

______________________________________________________________________________
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