
Date: __________________________________________________________

Patient Name:___________________________________________________

Referring Doctor: ________________________________________________

Telephone:______________________________________________________

X-RAYS: MEDICAL/DENTAL RECORDS:

 Sent with Patient  Sent with Patient

 Mailed  Please Take  Mailed

PROCEDURES:

 Removed Teeth Marked (X)

PERMANENT
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 Trauma

 Supernumerary teeth (please indicate location)

SERVICES
 CONSULTATION
  head/facial pain  orthognathic surgery
  temporomandibular joint disorders  pathology
  reconstructive jaw surgery  osseointegrated implants

 IMMEDIATE DENTURE

 TISSUE REMOVAL

 EXPOSURE

 REMARKS ___________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________

YOUR APPOINTMENT HAS BEEN SCHEDULED FOR:

Visit us on the web at www.SanGabrielOralSurgery.com

SAN GABRIEL  
ORAL & MAXILLOFACIAL 
SURGERY ASSOCIATES, P.A. 

SAN GABRIEL  
ORAL & MAXILLOFACIAL 
SURGERY ASSOCIATES, P.A. 

701 San Gabriel  V i l lage Blvd.
Georgetown, TX 78626
Phone: (512) 868-2233

Fax: (512) 868-2210
www.SanGabrielOralSurgery.com

Michaelanne E. Briggs, D.D.S., M.D.
Grant K. Nakashima, D.D.S.
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Date:  ________________________  

Time: ________________________

We Appreciate Your Promptness 
Concerning Your Appointment
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SAN GABRIEL
ORAL & MAXILLOFACIAL
SURGERY ASSOCIATES, P.A.

Michaelanne E. Briggs, D.D.S., M.D.*
Grant K. Nakashima, D.D.S.*

701 San Gabriel Village Blvd.
Georgetown,  TX 78626
Phone: (512) 868-2233

Fax: (512) 868-2210
www.SanGabrielOralSurgery.com
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Referring Doctor:

Telephone:
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PROCEDURES:

q Removed Teeth Marked (X)

SERVICES
q CONSULTATION

   q orthognathic surgery

   q pathology

   q reconstructive jaw surgery

q OSSEOINTEGRATED IMPLANTS

q TISSUE REMOVAL

q EXPOSURE

q REMARKS

q Trauma

q Supernumery teeth (please indicate location)
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*Board Certified:
American Board of Oral and Maxillofacial Surgery
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