BARRY BESSLER D.M.D

“
Practice Limited to Crown & Bridge
Esthetic & Implant Dentistry

Referring Doctor: Telephone #

Patient Name: Date:

[ Please provide comprehensive examination & treatment plan*
] Please provide limited treatment as noted

[ Please call for examination

Patient Needs/Interests:

Crowns or fixed bridgework

Removable full or partial dentures

Prosthodontic Reconstruction

Esthetic Evaluation

Implant Evaluation

Occlusional Analysis/TMJ evaluation

[ ) 8 T s

Maxillofacial prosthetics

Indicate brief description of dental history: [ call Me

[ Patient has been in practice years

[ Patient is new to my practice

Radiographs and Study models:

[J Radiographs are being sent

[J Radiographs are unavailable

| Study models and diagnostic photos are being sent

[ study models and diagnostic photos are unavailable

*x-ray survey, diagnostic casts and photos are necessary, and if unavailable,
will be done at our office.

30 Boston Post Road

Wayland, MA 01778

ACP Tel: 508 358 2336 (Fax) 508 358 0868
office@besslerkang.com

B R amiomBNSTSs www.besslerkana.com
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