
 

 

Introducing   _____________________________________________________________ 

Patient Phone #_______________________________ Date _______________________ 

Referring Dentist ______________________________ Phone # ____________________ 

Comments ______________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

_______________________________________________________________________ 

Reason for Referral 

Kiran  Arora, BDS, DDS  
4901 W 136th St, Suite B, Leawood, KS 66224 
Phone :  913-624-3636          Fax : 913-624-1226 
Email : info@aroraperiodontics.com 

Arora Periodontics & Implant Dentistry 

 

 

 Comprehensive / Full mouth Periodontal Exam          Limited Exam 

 Crown Lengthening         Biopsy/Oral Lesion        Acute Care 

 Esthetic Crown Lengthening          Implant Exam                   CBCT 

 Ortho-Perio Exam         Tooth Exposure         Sinus Lift 

 Isolated Perio Evaluation         Gingival Recession        Frenectomy 

 Extraction with site preservation    Sedation          

  Other (Specify) : _____________________ 

Past Periodontal Treatment 
  Prophylaxis : Date ______________   SRP : Date ________________ 

  Perio Maintenance : Date ________  

  Sent via Email        Sent with patient                        Please take  
 

Kindly email all radiographs including FMX, BWs & PAs taken in last 2 years 

Current Radiographs 


