
Jacob Yetzer, DDS, MD and Ketan Patel, DDS, PhD

Customer information:
Customer: ___________________________________________________________________Date of birth: _______________________________________

Parent/contact:__________________________________________________________ Phone number: _________________________________________

Please evaluate/perform the following*:

 Tumor/neoplasm	  Orthognathic procedure	  TMJ/facial pain_______________________________

 Trauma/facial injuries	  Sleep apnea surgery	  Other: _________________________________________

*We do not perform tooth extractions.

Please indicate tooth/area of concern:

Comments:___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________________________

 Please contact customer for appointment       Radiographs included       Please return radiographs

 Customer requires interpreter (indicate language) _________________________________________________________________

Customer has special needs: (please specify) _____________________________________________________________________

____________________________________________________________________________________________________________________________________

Referring provider: ___________________________________________________________ UPIN/NPA: _________________________________

Address:___________________________________________________________________________________________________________

City:_________________________________________________________________ State:_________________Zip:_ ____________________________

Phone: ____________________________________________Fax:__________________________________________ Date: _____________________________

Fax completed form and any supporting medical documentation to (763) 581-5361. Please note that all 
information is required in order to process the referral.

Robbinsdale Medical Building
3366 Oakdale Ave. N, Suite 200
Robbinsdale, MN 55422 
Phone:	 (763) 581-5360
Fax:	 (763) 581-5361
Email: 	 OralMaxillofacialSurgery@northmemorial.com
northmemorial.com
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