KEARNEY

COMPREHENSIVE DENTISTRY
TMJ & SLEEP THERAPY

TMIJ THERAPY PATIENT REFERRAL FORM

Provider Information

Referring Doctor: Referral Date:

Doctor’s Telephone #

Patient Information: Please email legible copy of insurance card (front & back) with referral.

Name: DOB: / / MALE / FEMALE
Address:
Patient’s Preferred Phone #: Alternate Phone #:

CHIEF COMPLAINTS

[J Headaches [1Joint Noise
[ Earache, Stuffiness or Ringing [ Pain or Soreness in TMJ
O Limited Mouth Opening O Jaw Locking (open or closed)

[0 Unexplained Tooth or Facial Pain
XRAYS:
[ Being Mailed (] Given to Patient [J Please Take

Jeffrey S. Kearney, DDS, PA

580 New Waverly Place, Ste. 110
Cary, NC 27518

(919) 859-4778

Email: kearneyoffice@gmail.com
drjeffreykearney.com

Diplomate American Board of Craniofacial Dental Sleep Medicine
Fellow American Academy of Craniofacial Pain
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