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●  Shamokin Dam 

30 Baldwin Blvd, Suite 95, Shamokin Dam PA 17876 

Ph: (570) 884-8321   Fax: (570) 256-1772 

Email: contact@keystoneomfs.com 

●  Chambersburg 

1061 Lincoln Way E, Chambersburg PA 17201 

Ph: (717) 983-2221   Fax: (717) 983-0627 

Email: contact@keystoneoralsurgery.com  

Referral form also available at www.keystoneomfs.com/dr_referral 

ORAL SURGERY REFERRAL FORM 

Patient Name:   ________________________________________ Phone No:   ____________________ 

Referring Doctor Name:   ________________________________ Phone No:   ____________________ 

Address:   ____________________________________________________________________________________________________ 

 

Appointment Location 

□ Shamokin Dam  —  30 Baldwin Blvd, Suite 95, Shamokin Dam PA 17876 □ Chambersburg  —  1061 Lincoln Way E, Chambersburg PA 17201 

 

Reason for Referral 

□ Surgical Removal of Erupted Tooth □ Bone Graft 

□ Soft Tissue Impaction   Tooth # ____ □ Implants 

□ Partial Bony Impaction   Tooth # ____ □ Biopsy 

□ Full Bony Impaction   Tooth # ____ □ Frenectomy 

□ Surgical Removal of Root Tip □ Alveoplasty 

□ Removal of Tori   □ UR   □ UL   □ LR   □ LL □ Consultation for Cosmetic Surgery 
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Clinical Information 

Does Patient Require Premedication? □  Yes          □  No 

Antibiotics Used:   ____________________________________________________________________________________________ 

Any Medical Concerns Requiring Attention:   ______________________________________________________________ 

 

Radiographs 

□ Please take / send copy □ Patient will bring copy □ I will send / Please return 

 

Referring Dentist's Recommendation 

                                                                                                                                                       

                                                                                                                                                       

Referring Doctor Signature:   ____________________________ Date:   ______________________________ 
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