
 

 

 

INTRODUCING ______________________________________________________________              

__________________________________________________________________________ 
  ADDRESS      CITY  ZIP 

Phone Numbers ________________________       __________________________________
             HOME          OFFICE 

□ Please provide comprehensive periodontal evaluation and treatment as indicated 

□ Please provide periodontal evaluation limited to ____________________________ 

□ Please evaluate from significance of gingival recession, teeth # _________________ 

□ Please see EMERGENCY PRIORITY for treatment of teeth # ____________________ 

□ Please provide preventive periodontal screening evaluation 

□ Other _______________________________________________________________ 

Recent Full Mouth Radiographs ARE/ARE NOT available 

An appointment has been reserved for ________________________ at ________________ 
      DATE    TIME 

Referred By __________________________________________     Date ________________ 

 

48 S. Maple Ave                             

Marlton, NJ 08053 

856-983-5593 

Periodontal Health Professionals 
Gail Gerard Childers, D.M.D., P.A. 

www.drgailchilders.com 

900 Rt. 168, Suite B-6                                 

Turnersville, NJ 08012 

856-228-4141 

 


