
TAYLOR GOGGINS DDS, BRIAN C. AGUIRRE DDS, MS
RALF POINEAL DDS

Patient’s Name: Phone:

Referring Doctor’s Name:

Referring O�  ce Phone: Fax:

Referring O�  ce Email:

REASON FOR REFERRAL

� Maxillofacial Prosthetics  � Dental Reconstruction

� Dentures/Partials  � TMD/Occlusion

� Consultation  � Complex Restorative Needs

� Dental Implants  � Sleep Apnea

� Treatment as needed  � Implant Complication

� Other

Remarks:

1325 HOVER STREET, SUITE 101 | LONGMONT, CO 80501
Ph. (303) 325-6043 | Fax (720) 640-8568

www.LongmontRestorativeDentistry.com
Email radiographs to smiles.lrd@gmail.com
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TAYLTAYLTA OR GOGGINS DDS, BRIAN C. AGUIRRE DDS, MS
RALF POINEAL DDS

1325 Hover Street, Suite 101 | Longmont, CO 80501
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