
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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3545 L a ncaster Dr . NE
Salem, OR 97305

503-371-9897
 

1241 Oak St.
Eugene, OR 97401

541-686-9897
 

GEOFFREY BERG, DMD
TYLER BRYAN, DMD
GENERAL DENTISTS

www.Mid-ValleyDental.com
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