
Dr Sara Byrne 
Specialist in Periodontology and Implant Dentistry 

Suite 2, Level 10, 24 - 28 Collins Street Melbourne VIC 3000 
Phone: 03 9650 4051 

Email: implants@periodontalcare.com.au 

Patient Information 

First Name:  ............................................................................................  Surname:  ......................................................................................  

Date of Birth:  ...................................   Age:  .....................................  Phone:  .............................................................................................  

Address:  .....................................................................................................................................................................................................................................  

Reason(s) for Referral (Select all that apply) 

 Periodontitis  Recession  Crown Lengthening 

 Mucogingival Lesion  Aesthetic Concerns:  Extraction 

 Other  .....................................................................................................................................................................................................................................  

 Implant(s) 

 Implant Site:  .....................................................................................................................................................................................................................  

 Implant will be restored by:  ...............................................................................................................................................................................  

Periodontal Treatment Completed in Your Office 

 Root Planing  Prophylaxis and Scaling  

 Periodontal Maintenance Therapy  Other  ............................................................................................  

Additional Comments 
 

 
 
 
 
 
 
 
 
 

Recent Radiographs 

 PAs/BWs    OPG   CBCT   Other  ..........................................................................  

 Accompanying Patient  Emailed  Mailed to your office 

 Unavailable — Please take new radiographs  

Referring Dentist’s Details 

Name:  .........................................................................................................  Phone:  .............................................................................................  

Address:  .....................................................................................................................................................................................................................................  

Email:  ............................................................................................................................................................................................................................................  

Appointment already made:  No   Yes — Appointment Date:  ......................................................................  


