
 
 
 
 
 
 

Referral Fax Form 

 Dr.                                                                                      Phone:

 

Address:
 

City:                                                                    State:            Zip:
 

 

Patient name:                                                                                DOB:

 
 Cell Phone:  

 

Address:  

City:                                                                    State:            Zip:  

 

Purpose of referral: 

  □  
 

Comments: 

 

 TMJ Arizona
Rebecca L. Griffiths, B.S., D.M.D.

3420 East Shea Blvd.  Suite 151
Phoenix, AZ  85028
602.867.4317 Office
602.867.4319 Fax

www.tmjarizona.com

Date:

□TMJ Disorder         ALF Treatment          Orthodondic Treatment        2nd Opinion□ □

Parent or guardian name: ____________________________________________________

 

 

Doctor Signature: _______________________________________  Date: _____________

 

 

Email address:________________________________________  Fax: _________________

®


