
                                                   Date Rec’d________________ 

 Donna L Massoth, DDS, MSD, PhD,   Douglas Dixon DDS, MSD, PhD 

Periodontics and Implant Dentistry 
Springbrook Professional Center 

4500 Sandpoint Way NE, Suite 218, Seattle, WA 98105-3949 
PHONE: 206-524-3773  FAX: 206-526-7361 

EMAIL: reception@massothperio.com WEB: www.massothperio.com 
 

Referred by Dr. _____________________________________________Phone___________________________ 

Introducing: ________________________________________________________________________________ 

Phone: Home__________________________Cell_______________________Work______________________ 

Purpose of Referral: 

 Comprehensive Periodontal Exam 
 

 Limited Exam 
 Gingival Augmentation 
 Cosmetic Gingival Contouring 
 Frenectomy 
 Oral Pathology/Biopsy 
 Scaling/Root Planing 
 

 
 

 Crown Lengthening Surgery 
 Guided Tissue Regeneration 
 Pocket Reduction Surgery 
 Extraction 
 Ridge Augmentation 
 Other: ___________________________________ 

 Implant Therapy 

 Extraction  Ridge Preservation   
 Implant(s) Tooth #(s)____________  Full Max  Full Mand 

 

Additional Information 

 FMX Available Date_________________ 
 BWX or PA’s Available Date_________________ 
 Please take new radiographs 

 
Restorative Needs 

 Crown(s)  Removable prosthetic  Fixed Prosthetic 
 Other: ____________________________________________________________________________ 

 

Additional Comments: _________________________________________________________________________ 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

 

mailto:reception@massothperio.com
http://www.massothperio.com/

