
Introducing: ________________________________
Date of Referral: ____________________________
Patient Phone:______________________________
Date of Birth:_______________________________
Referring Doctor:____________________________
Referring Doctor’s Phone:_____________________
Appointment:
 Please call to appoint
 Patient will call to schedule
 Has been made:
 Date: ______________________
 Time: ______________________
Radiographs:
 Emailed to: Chris@ReThinkDentalStudio.com
 Sent with patient         
 Please take

Reason for Referral:
 Comprehensive Prosthetic Evaluation
 Maxillofacial Prosthetic Evaluation
 Limited/Problem Focused Evaluation
 Esthetic Evaluation
 TMD Evaluation
 Occlusal Plane Discrepancies
 Implant Overdentures
 Dentures/Partials
 Failing Existing Restorations/Prosthesis
 Extractions
 Implant Placement
 Other:________________________________________

Clinical Details:
_______________________________________________
_______________________________________________
_______________________________________________

438 E MENDENHALL ST, UNIT 1
BOZEMAN, MT 59715

 TELE. 406.587.9700  |  FAX 406.587.9209

WWW.RETHINKDENTALSTUDIO.COM

Chris Helley , DMD, MSD
PROSTHODONTIST  SPECIALIST
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