JAMES A.OSHETSKI, DDS

IMPLANT AND RESTORATIVE DENTISTRY
(207) 729-1159

Patient Name Date of Birth

Email Phone

Referring Dr. and Practice Name

Email Phone

Reason for Referral:

() Single Implant Treatment
() Implant Complications
() Full Arch/Full Mouth Implant R ehabilitation

(J Facial Pain Therapy (TMD/J, Appliance, Botox, etc.)

() If other, please explain:

Please submit relevant radiographs with completed form.
Thank you for your referral!
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