
Name: ________________________________________________  Date: _____________________________

Referred by: ____________________________________________  X-rays Included? ____________________

Remarks _____________________________________________________

____________________________________________________________

Implant Preference:  Nobel    Biohorizons    Keystone    Other  __________

Appt. Date______________________________  Time: _______________

Do you want us to call you prior to performing surgery?  Y    N   

Contact #__________________________________

IMPORTANT NOTICE TO PATIENTS
IF YOU ARE CONSIDERING GENERAL ANESTHESIA OR SEDATION, YOU MUST HAVE SOMEONE WITH 
YOU TO DRIVE YOU HOME, AND ABSOLUTELY NOTHING TO EAT OR DRINK, NOT  EVEN WATER, FOR 

AT LEAST 6 HOURS BEFORE YOUR SURGERY.  TAKE ROUTINE DAILY MEDICATIONS WITH A SIP OF 
WATER.  PLEASE BRING YOUR X-RAYS AND LIST OF MEDICATIONS TO YOUR APPOINTMENT.

481 Garrisonville Road
Suite 103

Stafford, VA 22554

(540) 779-0170
info@staffordoralsurgery.com

staffordoralsurgery.com

Amber Johnson, DO, DMD

Oral and Maxillofacial Surgeon

Specializing in Wisdom Tooth Removal,  
Implant Therapy, and Management of  

Dental-Facial Trauma



Please Read This Important Information Before Your Appointment

Your first appointment will often be a consultation appointment to determine your 
specific treatment needs.

Please bring all medical and dental insurance information with you.

If you take any medications or prescriptions regularly, please bring a list of the 
medications and the dose and frequency of each.

A parent or legal guardian must accompany patients 17 years old or younger.

If you must change your appointment, we ask that you notify us 48 hours in 
advance as a courtesy to other patients.

If you have been given x-rays, please bring them along with this referral slip.

481 Garrisonville Rd., Suite 103 • Stafford, VA 22554

(540) 779-0170  •  info@staffordoralsurgery.com
1.8 miles west of the intersection of Route 1 and Garrisonville Road.

STAFFORD ORAL SURGERY & SPECIALISTS


	Name: 
	Date: 
	Referred by: 
	Xrays Included: 
	Remarks 1: 
	Remarks 2: 
	Implant Preference: Off
	Nobel: Off
	Biohorizons: Off
	Keystone: Off
	Other: 
	Appt Date: 
	Time: 
	Do you want us to call you prior to performing surgery Y: Off
	N: Off
	Contact: 


