
Dr. Benjamin Garr DMD 

Dr. Kali Anderson DDS 

Date _________________ Referring Dr _______________________________ 

Patient Name _______________________________ DOB ________________ 

Pt Home _________________ Work _______________ Cell _______________ 

Patient Email ____________________________________________________ 

Appointment Date & Time _________________________________________ 

 

 

 

 

 

Referring for:       

____ Implants; please specify ________________________________________ 

____ Implant Retained Dentures (Upper or Lower) 

____ Fixed Hybrid, All-on-X type Fixed Prosthesis (Upper or Lower) 

____ Full Mouth Rehabilitation (Esthetic and Functional Renewal) 

____ Cosmetic Smile Enhancement (Natural custom porcelain veneers) 

Desire of Patient:   

____  Fixed vs Removable           ____  Cosmetic vs ___ Function oriented  

Other:  ________________________________________________________________ 

______________________________________________________________________ 

     ____ Records emailed to garrdental@daktel.com 

740 4th Ave S, Carrington, ND  58421     701-652-2300    (F) 701-652-2303  

mailto:garrdental@daktel.com

