
 

  Date: ____________________ 

Patient Name: ________________________________ Patient Phone: ______________________________ 

Referred by Dr. _____________________________  

 

Referred Information: 

☐ Consultation and Diagnosis Only 

☐ Consultation and Limited Treatment as Indicated 

☐ Consultation and Comprehensive Treatment as Indicated 

 

Case Description: 

 

 

 

Radiographs: 

☐ Carried by Patient 

☐ Will be emailed 

☐ Please take at the time of exam 

How to Submit 

 ☐ Via email: drpooyadds@gmail.com or fax: (714) 974-1310 

 ☐ The referral form has been provided to the patient. 

 

 


