
Clay Kim, DDS, MD
499 Idlewild Ave. Suite 106 Easton, MD 21601

phone/fax: (410) 443-0461
email: info@easternmdoms.com

www.easternmdoms.com 

Patient Name:   ___________________________________________            Date:  ______________________

Referring Dentist: ________________________________________      
                                            

                                            
Consultation/Procedure        

● Wisdom Teeth
● Extraction
● Bone Graft
● Implant
● Expose and Bond
● Biopsy
● Alveoplasty / Tori
● Sinus Augmentation
● Frenectomy

Special Instructions:

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Xray (Circle one):
Emailed                  Faxed                  Given to Patient                  Please take    

Welcome to the Office of Eastern Maryland Oral and Maxillofacial Surgery
Please note that the first visit, with the exception of certain emergencies, consists of a consultation only. This enables our 
doctors to fully review your health history, evaluate your problem and determine the most appropriate approach for anesthesia 
and treatment. Patients under the age of 18 must be accompanied by a parent or legal guardian at the time of the appointment. 
Please bring all pertinent medical information, a list of all medications, this referral form and X-ray.


