
 
 

Eric Tuggle DDS, James Crine DDS 
 

www.sandiaoralsurgery.com 

4550 Eubank Blvd NE, Ste 103 

Phone: (505) 291-9600 

Fax: (505) 299-5280 

 
 

Patient Name: ______________________________________  DOB:______________ 
 

Consultation: 

□□□□ Third Molars Third Molars Third Molars Third Molars        □□□□ Bone Graft Bone Graft Bone Graft Bone Graft        □□□□ Exposure / Bracket Exposure / Bracket Exposure / Bracket Exposure / Bracket        □□□□ TMJ TMJ TMJ TMJ        
□□□□ Extractions Extractions Extractions Extractions        □□□□ Alveoplasty Alveoplasty Alveoplasty Alveoplasty        □□□□ Sleep Apnea / Snoring  Sleep Apnea / Snoring  Sleep Apnea / Snoring  Sleep Apnea / Snoring     □□□□ Implants Implants Implants Implants    

□□□□ Apicoectomy Apicoectomy Apicoectomy Apicoectomy        □□□□ Orthognathic Surg Orthognathic Surg Orthognathic Surg Orthognathic Surg    □□□□ Soft Tissue / Pathology Soft Tissue / Pathology Soft Tissue / Pathology Soft Tissue / Pathology            

□□□□ Other: Other: Other: Other: ______________________________________________________________________ ______________________________________________________________________ ______________________________________________________________________ ______________________________________________________________________    

 

Radiographs: 

□□□□ Patient to bring Patient to bring Patient to bring Patient to bring    □□□□ Being sent Being sent Being sent Being sent        □□□□ Please obtain Please obtain Please obtain Please obtain        
□□□□ Please return Please return Please return Please return    □□□□ Keep Keep Keep Keep        □□□□ Email to:________________________________ Email to:________________________________ Email to:________________________________ Email to:________________________________    
    

Remarks: _____________________________________________________________________  

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 
 

 

 

 

Dentist’s Signature: _________________________________________ Date: _____________ 
 

NOTE: NOTE: NOTE: NOTE: Indicate teeth to be evaluated/treated with a circle. 
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