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REFERRALS CAN ALSO BE MADE ONLINE AT: GREATERBOSTONORALSURGEON.COM

Benjamin Keyser DMD, MD

www.greaterbostonoralsurgeon.com

101 Main St STE 201, Medford, MA 02155

Office: (781) 628-2268 Fax: (781) 628-2269
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Oral Surgery Procedures to be Performed:

 
 

 Wisdom Teeth

 Extraction: Teeth #

 Implant

 Immediate Implant

 Full Arch Implant Consultation

 Exposure and Bonding

Infection

 Bone/Tissue Grafting

Trauma

TMD

Sleep Apnea

  Corrective Jaw Surgery

 Pathology

 Frenectomy
 Alveoplasty

Radiographs:

Sent in the mail

With Patient

Please take

EMAILED TO:
referral@greaterbostonoralsurgeon.com 

Type: Pano               PA

Date taken:           

Oral Surgery Procedures to be Performed:

Patient Name: 

Patient Phone Number: ______________________________________________________________________________

Referring Doctor: ____________________________________________   Hygienist:____________________________

Appointment Status:   Date:                                   Time:                                   Or patient will call to schedule 

Date:

Please fill out this form completely and email or fax it back to our office.

Please send recent radiographs. An FMX would be appreciated if you have one.


