
 

Joseph A. Lucero, D.D.S. 

Prosthodontist  

 2575 Park Lane, Suite 101 

Lafayette, CO 80026 

719-849-9942 Office 

 

PATIENT REFERRAL / CONSULT 

 

Patient Name __________________________________________   DOB ______________ 

Phone Hm: ___________________ Wk: __________________ Cell: __________________ 

Appt. Date / Time _________________________________ / ________________________ 

 

Radiographic films attached?  YES         NO 

If no films, make as necessary? _____________ 

 

Referral / Consult for: _______________________________________________________ 

 

Evaluation and Treatment                                Consultation only  -   No Treatment          

 

Reason for referral: _________________________________________________________ 

_________________________________________________________________________ 

_________________________________________________________________________ 

_________________________________________________________________________ 

 

Other Comments: __________________________________________________________ 

_________________________________________________________________________ 

_________________________________________________________________________  

 

Referring Doctor ___________________________________________  Date ___________ 

Referring Doctor Phone # ___________________________________ 

 

 


