
Date  _________________________ 

Referred by Dr.  ________________________________________ 

Patient name:  _________________________________________ 

Please evaluate for: 

General consultation 
Early or interceptive treatment 
Comprehensive orthodontic treatment 
Limited orthodontic treatment 
Adjunctive treatment prior to restorative 
Other 

Remarks/specific concerns: 

_________________________________________________________________ 
_________________________________________________________________ 
_________________________________________________________________ 

Call me before proceeding with treatment 
      I have enclosed radiographs for evaluation 

5255 main street — springfield, or 
97478 541.852.2552 

www.eppersonorthodontics.com

Patient phone number:  ________________________________ 

http://www.eppersonorthodontics.com

