PATIENT REFERRAL SLIP

CALIFORNIA DENTAL SPECIALTY GROUP

Sung J. Hong, D.D.S., M.A., INC.

Diplomate, American Board of Prosthodontics

500 E. Remington Drive, Suite #19
Sunnyvale, CA 94087
(408) 749-9888

www.dentalspecialty.com
Email:drhongucsf@gmail.com

Patient Name

Referred By Dr. Date

REASON FOR REFERRAL :
[ ] Complete Prosthodontic evaluation and treatment.
[ ] Evaluation and treatment of one specific area only.
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[ ] Take any needed X-rays at your office
COMMENTS:

A complete report on the findings will be forwarded as soon as the
patient is seen in the office.
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