
REFERRAL FOR PERIODONTAL / IMPLANT CONSULTATION 

I, ________________________, a patient of record at Dr. Kim’s periodontal practice, 

have the pleasure in referring __________________________________________

(name of person being referred) to your professional care.  This patient is a [   ]family 

member [   ]friend of mine, and I would request the same wonderful treatment that I have 

received… He/she can be contacted at: 

� Phone Number___________________________

� email___________________________________

Area of interest/concern:

� Treatment of gum disease

� Consultation for cosmetic gum procedure(s)

� In need of dental implant(s)

Please direct referral to: � Jin Y. Kim, DDS, MPH, MS

� Roy Yoo, DMD

Other comments and special requests:

Referrer’s full name: _____________________________________
Address: _____________________________________

_____________________________________
Phone: _____________________________________
Email: _____________________________________

12777 Valley View Street, Suite 282

Garden Grove, CA 92845

Tel 714-898-8757 • Fax 714-373-3780

www.Periotouch.com

Please mail this form to:  12777 Valley View Street, Suite 282 Garden Grove, CA 92845 in self-stamped envelope.  Thank you.


