
MATTYDALE ORAL & FACIAL SURGERY         Stanley Matthews DDS, MS

124 Northern Lights Drive
Suite 1 - Syracuse, NY 13212

T: 315-997-3044 ~ F: 315-997-3055
Info@MattydaleOralSurgery.com
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MOUTH STRUCTURE & NOTES

Phone: (916) 368-0440 
Fax: (916) 290-0275
E-mail: OS@rcdentalgroup.com

11180 Sun Center Dr
Rancho Cordova, CA 95670DATE: 

REFERRING DOCTOR: 

PATIENT NAMe:   BIRTH DATE:   PHONE #: 

Oral Surgery Referral

First & Last Name

First & Last Name

REFERRING DENTIST’S SIGNATURE:   

Treatment/Reason for Referral Area to be evaluated:

Referring Dentist’s Recommendation:

Results Email

Please Check The Appropriate Infromation

Please return results to this email address

Radiopraphs

  Extraction

  Torus Removal

  Bone Graft

  Implant Consultation & Treatment

  Exposing and Bonding

  Biopsy

  Frenectomy

  Implant Consultation

  Implant Supported Prosthesis Consult

  Other 

  Patient will bring copy

  I will send
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 Extraction			    Wisdom Teeth
 Bone Grafting		   Expose & Bond
 Apicoectomy		   Pathology

 Implants 
 Comments  ______________________________________
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 Your initial appointment will consist of a consultation.
      The doctor will perform a thorough examination, review
       your medical history and diagnose your concerns.

 Occasionally, same-day surgeries (with IV sedation or
      general anesthesia) can be performed; however, complex
      treatment plans and medical issues may require that
      treatment be performed upon your next visit.

 During your appointment our treatment coordinator
      will discuss your treatment plan and review your
      insurance benefits.

 If you are considering IV sedation or general anesthesia,
      you MUST NOT eat or drink for 6 hours prior to surgery.
      Refrain from smoking for 72 hours prior to surgery.

 You MUST have a responsible escort with you to be
      discharged from our office.

 Please bring the following items to your initial
      appointment:
	  •	 This referral card
	  •	 Medical and dental insurance cards, if applicable
	  •	 List of medications you are currently taking

Mattydale Oral & Facial Surgery         315-997-3044         MattydaleOralSurgery.com

INITIAL VISITOFFICE MAP

M
A

T
T
Y

D
A
LE

 O
RAL & FACIAL SU

R
G

E
R
Y

MATTHEWS DDS P.C
.

Mattydale Oral &
Facial Surgery

Mattydale Oral &
Facial Surgery


