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ORAL SURGERY ASSOCIATES FREDERICK E ROBINSON III, DMD

81 HAWTHORN STREET

NEW BEDFORD, MA 02740
TEL: (508) 992-3737
FAX: (508) 993-3798

SERVING THE SOUTHOOAST FOR OVER 40 l'EA.R8

ORAL AND MAXILLOFACIAL SURGERY & DENTAL'IMPLANTOLOGY

WWW.OSASOUTHCQAST.COM

WELCOME TO OUR OFFICE:
Our office is committed to providing you with the highest quality of care
possible. The following time is reserved specifically for you. If by necessity
you must cancel your appointment, please notify us at least 48 hours in
advance.

Appt. Date: Time: ~ _ Day:

Patient's Name: ~~~~~~~~~~~~~~~~~~~~~~_

Referred By: ~ _

REMARKS / SPECIAL INSTRUCTIONS: -",- _

FOR INSTRUCTIONS AND/OR A MAP TO OUR OFFICE,
PLEASE SEE REVERSE SIDE OF THIS SLIP
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PLEASE MARK TEETH OR AREA TO BE TREATED:
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o Extraction
o Alveoloplasty

o Exposure

o Biopsy

o Infection
o Apicoectomy

o Frenectomy
o Other~ _

CONSULTATION:
o TMJ
o Implants
o Pre-Prosthetic

o Oral/Facial Lesion
o Bone Grafting

o Ridge Augmentation
o Other ~ _

RADIOGRAPHS:
o Being Mailed

o Please Take
o Given To Patient

o No X-Ray
o E-Mailed
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