N E X I Saeed Yazdianpour, DMD MS FICOI
Surgical Prosthodontist

SMILE + IMPLANT

Referring Doctor Email
Office Phone
Please call to schedule with the patient present.
Introducing Date:
Patient Phone DOB:
Please evaluate for the following:

Comprehensive Treatment Limited Treatment
Full Mouth Reconstruction TMJ/TMD Evaluation
Implant Therapy Smile Makeover
Full Arch Implant Complete Denture
Other

Clinical Details:

Radiographs: [ Will be sent digitally [JJ Take New

Please call prior to patient being seen Please call after consultation

Please provide continuing care for this patient

Thank you for your trust in our care — we truly value the opportunity to collaborate in
supporting your patient’s smile and overall health.
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Tel: 805-261-5845 | E-Mail: info@nextsmilecenter.com
www.nextsmilecenter.com | 327A South Moorpark RD, Thousand Oaks, CA 91361
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