
Name:                                                                                                                                                                                                         DOB:                /                /               

Telephone:                               (               )                                                                      Email:                                                                                                                                   

☐ Patient is scheduled in your office on                       /                      /                       at                          :                          am/pm

☐ Patient will contact your office      ☐ Please contact patient to schedule

Patient Information

Deciduous Tooth:                                                  

Restorative Plan/Notes:                                                                                                                                                                                                                                       

                                                                                                                                                                                                                                                                              

                                                                                                                                                                                                                                                                             

                                                                                                                                                                                                                                                                             

                                                                                                                                                                                                                                                                             

                                                                                                                                                                                                                                                                             

                                                                                                                                                                                                                                                                              

1     2     3     4     5     6     7     8         9     10    11    12    13    14     15    16

32    31   30   29   28   27   26   25      24    23   22    21   20    19     18    17

☐ Jad Jaffal, DMD      ☐ Rania Livada, DDS, MS     ☐ No Preference

☐ Extractions

☐ Dental Implants (Nobel or Straumann)

☐ Bone Grafting

☐ Periodontal Evaluation

☐ Gingival/Connective Tissue Grafting

☐ Crown Lengthening

☐ Pathology/Biopsy

☐ Full Arch Hybrid

☐ Frenectomy

☐ Impacted Tooth Exposure

☐ Orthognathic Surgery

☐ Alveoloplasty

☐ Tori/Exostoses Removal

☐ Facial/Dental Trauma

☐ Facial Cosmetic Surgery (BOTOX/Fillers)

Date of Referral:                    /                   /                   

(352) 391-5550 

(352) 391-1096

info@centralfloridaoralsurgery.com

1950 Laurel Manor Dr. #174, The Villages, FL 32162

Scan the QR code for directions:

Scan the QR code using a smart 

phone camera to automatically 

generate directions.

Jad Jaffal, DMD
Diplomate, American Board of 

Oral & Maxillofacial Surgery

Rania Livada, DDS, MS
Diplomate, American Board

of Periodontology

Referring Doctor:

Dr:                                                                                                                                                   Email:                                                                                                            

Office Phone: (               )                                                                                         Office Fax: (               )                                                                                                        

☐ Please call me to discuss this case before / after your examination

cell / home / work

Mr. / Ms. / Mrs. / Dr.

Reason For Referral

Sending by:

☐ Email            ☐ Mail

Radiographs available:

☐ FMX

☐ PANO 
☐ BWX

☐ PAs

www.centralfloridaoralsurgery.com 


