
INTRODUCING __________________________________________________________

REFERRED BY DR. _______________________________________________________

APPOINTMENT DATE _______________________  TIME ______________________

¨  SEDATION CONSULTATION  ¨  IMPLANT CONSULTATION

¨  REMOVE TEETH CIRCLED  ¨  SURGICAL CROWN LENGTHENING

¨  OTHER TREATMENT ___________________________________________________

COMMENTS _____________________________________________________________

_______________________________________________________________________

_______________________________________________________________________
Please Email Radiographs to: midvalleydental@gmail.com

PLEASE CIRCLE TEETH TO BE EVALUATED:
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(MAP ON OTHER SIDE)

2825 Willetta St. SW
Albany, OR 97321

541-928-2301
MidValleyDental@gmail.com

2811 Main St.
Philomath, OR 97370

541-929-5227
MVDAPhilomath@gmail.com

GEOFFREY BERG, DMD
TYLER BRYAN, DMD
BRIAN TIDWELL, DDS
www.Mid-ValleyDental.com



ALBA N Y

PHILOM ATH

MARKET ST.

MAIN ST.

S
W

 5
3R

D
 S

T
.

SW PLYMOUTH DR.

SW CHAPEL DR.

TO CORVALLIS

TO THE COAST

TO ALSEA

2811 MAIN ST.

NEWTON ST.

SW PHILOMATH BLVD.


