BOISE

PROSTHODONTICS
[ Michael Gurney DDS, MS
[ Christopher Jones DMD, MS, FACP

|DAHO T: 208.376.0567 | F: 208.376.0661

2OI5E PROSTHODONTICS 1803 S. Topaz Way, Suite 120, Meridian, ID 83642

Introducing: Date of Birth:

Patient's Address:

Patient's E-mail:

Referring Doctor Name: / B - ¢>

Phone Number: Email:

REASON FOR REFERRAL (Short Description of situation and what has been discussed with patient): D I R ECTIO NS TO O U R O F FIC E
Exit the 84 off Eagle road, head south to Overland.
Turn left on Overland. Turn right on Topaz Way.

SERVICES WE PROVIDE

® ALL-ON-FOUR ® CROWNS
® [MPLANT PLANNING @ COSMETIC DENTISTRY
® FULLMOUTH REHAB @ DENTURES

Requests by referring doctor (involvement and follow up):

SO5E PROSTHODONITICS

Smile AGAN. Fots AGAN. [ iie AGAN. ‘ 5\
PLEASE SEND ANY REFERRALS, RADIOGRAPHS, SCANS OR PHOTOGRAPHS MICHAEL GURNEY CHRIST/AC)PH ER JONES

TO NP@BOISEPROSTHODONTICS.COM
208.376.0567 | FAX 208.376.0661 DDS, MS DMD, MS, FACP

www.smileagainidaho.com www.smileagainidaho.com



