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3109 Geary Blvd
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p 415.668.8600 f415.668.8601
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DENTAL IMPLANT
& ORAL SURGERY

OF SAN FRANCISCO

Q

2001 Union Street, Suite 280
San Francisco, CA 94123
p415.931.3100 f415.931.3120
info@DIOSSF.com

[C] DENNIS SONG, DDS, MD
[] REBEKA SILVA, DMD
[[] THADDEUS CONNELLY, DDS, MD

[J RISHI J GUPTA, DDS, MD
[] FATIMA MASHKOOR, DDS
[] FIRST AVAILABLE

PATIENT NAME DOB
PATIENT PHONE
RADIOGRAPHS AVAILABLE: [ PA/BW  []Panoramic [ ]cBcT [ Photo(s)

IMPLANT / RECONSTRUCTIVE SURGERY
O Graft - Bone / Soft Tissue
O Implant Consultation
Planned Prosthetic
[ single Unit
O Bridge / Fixed
O Removable
O Complete Fixed / Removable
Preferred System

Preferred Lab

PATHOLOGY / TRAUMA EVALUATION
O Trauma - Dental / Jaw / Facial
[ Pathology

O Facial Swelling / Infection

[0 Clearance - Rad Onc/ Joint / Cardiac / Transplant

[ EXTRACTIONS

ORTHODONTIC / SLEEP APNEA
[ Expose and Bond

O Temporary Anchorage Device
O Orthognathic Evaluation

O Sleep Apnea Evaluation

O TMD /Facial Pain

O Ankyloglossia / Frenectomy

DENTOALVEOLAR

O Alveoloplasty

O Apicoectomy

[ Vestibuloplasty

O Gingivectomy / Crown Lengthening

O Tooth Transplantation

[ Osseous Irregularities / Periodontal Defect
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