
PATIENT’S NAME:________________________________________     DATE:_ _______________

REFERRING DOCTOR:____________________________________________________________

OFFICE NAME:_ _________________________________________________________________

REFERRING DOCTOR PHONE NUMBER:_____________________________________________

SEND REPORT TO (email/fax):_ ____________________________________________________

REQUESTED EVALUATION OR PROCEDURE:________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

	 _________________________________
	                   SIGNATURE

RIGHT LEFT1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16

17181920212223242526272829303132

A B C D E F G H I J

KLMNOPQRST

H. C. Hajarian, M.D., D.D.S., M.S. and Associates
MAXILLO - FACIAL SURGERY   RECONSTRUCTIVE SURGERY   COSMETIC SURGERY   TRAUMA SURGERY

11100 Warner Avenue, Suite 370, Fountain Valley, CA 92708
Tel. 714.540.1191  •  Fax 714.540.0470

Referral Pad

POS Reorder # 0805394
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