i L
SEATTLE
SPECIAL CARE DENTISTRY "

Bart Jolmson, DDS,MS Amg Winston, DDS

Faticnt Name: Date:

Hosp #: PBirth date:

Fhone (Pn'mary): Fhonc (alt‘):

Kc{:crring Provider: Contact #/F mail:

Urgcncy= O <48 hrs éalcasc call SSCD) O <2 wks O Routine
T umor type: O Squamous Cell O Adenoid Cgstic Other:

Tumor location: OR OL

Radiation type(s): O Photon O Neutron O Flectron O Other:
Reasonforreferral: O Pre-KT clearance O FPost-RT F/(4 O QOther:
O T ongue Deviating Stent:
O Totheleft O TotheRight O Downward |nterincisal opening (mm):

Please Mark aPProPriatc dose fields:

Expcctccl 5a|ivar3 Sparing: (100% = Fu”g sParecl, 0% = sacrificed)
Right Left

Parotid
5ubmanclibu!ar/5ublingua|

Tﬁanéyou foryourrcﬂ:ma[’

206-524~1600 (Ph) 206-524-1603 (Fax) 4915 25th Avenue NE. Suite 205 Seattle, WA 98105 www.seattlespecialcaredentistry.com




