
Email: infosleepsurgeonMD@gmail.com 
Tel: 909.482.0828 
1020 Foothill Blvd 

Claremont CA, 91711 
Referral Form 

 

sleepsurgeonMD 
Allen Huang, MD, DDS 
Board Certified Oral & Maxillofacial Surgeon 
 

Patient Information 

First Name _______________________________    Last Name ________________________________ 

Date of Birth  _________________________________________________________________________ 

Guardian / Parent (if applicable)  ________________________________________________________ 

Telephone Number  _______________________   Email _____________________________________ 

Does the patient require antibiotics prior to treatment? (circle one)           YES              NO 

Treatment Requested  _________________________________________________________________ 

______________________________________________________________________________________ 

Referring Doctor Information 

First Name _______________________________    Last Name ________________________________ 

Telephone Number  _______________________   Email _____________________________________ 

Referred For The Following 

Full Mouth Extraction 

YES              NO 

YES              NO 

YES              NO 

YES              NO 

Alveoloplasty / Tori Removal 

Implants 

Jaw Surgery 

YES              NO 

Sleep Surgery 
Please Mark Tooth For 

Extraction 

Additional Case Notes  ______________________________ 

 ___________________________________________________ 

 ___________________________________________________ 

 ___________________________________________________ 


