
 
 

Oral Surgery Group Practice 
Patient Referral Form 

 
Please fax form to:  (617) 638-4365 or email to: osgp@bu.edu 

 
 

Patient Name:_________________________________________   Tel:___________________________ 
 
Referred by:__________________________________________   Tel:___________________________ 
 
 
Patient address: ______________________________________________________________________ 
 
  ______________________________________________________________________ 
 
Health Insurance: 
 
 Medical _______________________________________________________________________ 
 
  Policy # ________________________________________________________________ 
 
 
 Dental ________________________________________________________________________ 
 
  Policy # _________________________________________________________________ 
 
Referred to (Circle preferences): 
 
Hussam Batal, DMD  Radhika Chigurupati     Pushkar Mehra, BDS, DMD 
 
Timothy Osborn, DDS, MD Andrew Salama, DDS, MD  Any of above doctors 
 
 
Reason for Referral 
 
Implants/ Grafting: _________________________________________________________ 
 
Pathology- Area/ Location:_________________________________________________________ 
 
TMJ Dysfunction: _________________________________________________________ 
 
Orthognathic Surgery: _________________________________________________________ 
 
Cosmetic Surgery: _________________________________________________________ 
 
 
 



 
 
 
Preprosthetic Surgery: _________________________________________________________ 
 
Sleep apnea/ Snoring: _________________________________________________________ 
 
Head and Neck Cancer: _________________________________________________________ 
 
Nerve Injury: ________________________________________________________________ 
 
Cleft Lip and Palate: _________________________________________________________ 
 
Reconstruction Surgery: _________________________________________________________ 
 
Facial Trauma:   _______________________________________________________________ 
 
Other:    ______________________________________________________________________ 
 
Dentoalveolar Surgery: 
 Procedure:   ____ Extraction of teeth  ____ Surgical exposure of teeth 
 
Please write teeth number(s) in addition to circling teeth 
 
 Teeth: _________________________________________________________________ 
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____  Please call patient for appointment   ____  Patient will call for appointment 
 
____  X-rays enclosed  ____  Patient has X-rays  ____  No X-ray 
 
 
Comments: 
 
_________________________________________________________________________________ 
 
_________________________________________________________________________________ 
 
_________________________________________________________________________________ 
 
_________________________________________________________________________________ 


