
Metro East Dental Implants & Periodontics
Khaled Shabany, DMD, MS
160 S. Bellwood Dr. Suite C

East Alton, Illinois 62024
Email: info@meperio.com

P: (618)258-1244 F: (618) 258-1295

Referral Sheet - No Cover Sheet Required If Faxed

From: Date: 

Patient Name: 

Home Phone: Cell Phone: 

Require Pre-medication?    Yes      No  Reason for Pre-Med: 

REASON FOR REFERRAL

Comprehensive Periodontal Evaluation Implant Consultation; Site(s) # 

Aesthetic Crown Enhancement # Functional Crown Lengthening # 

Gingival Recession /Coverage # Bone Grafting: 

Cuspid Exposure: # Emergency: 

RADIOGRAPHS

Most recent radiographs taken: Date: 

Radiographs are being mailed Patient is bringing Radiographs

Radiographs are being emailed Please take Radiographs

Comments: 

Restorative Plan: 

UNDER FEDERAL HIPAA LAW, THE USE OR DISCLOSURE OF PHI (PROTECTED HEALTH INFORMATION) FOR REASONS OTHER THAN TPO (TREATMENT, PAYMENT OR 

HEALTHCARE OPERATIONS) IS EXPRESSLY PROHIBITED AND PUNISHABLE BY LAW. THE INFORMATION IN THIS FAX/EMAIL WAS INTENDED SOLELY FOR THE RECIPIENT 

AND IS EXTREMELY CONFIDENTIAL. IF YOU HAVE RECEIVED THIS FAX IN ERROR, PLEASE NOTIFY US VIA TELEPHONE OR FAX AT THE ABOVE NUMBERS.
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