
Leroy Loving Jr DDS, MD
2352 Candler Rd

Decatur, GA 30032
404/289-2589

FAX: 404/289-2764
jawdoc@bellsouth.net

Patient Name: ______________________________________  DOB:______________

Consultation:
□ Third Molars □ Bone Graft □ Exposure / Bracket □ TMJ 
□ Extractions □ Alveoplasty □ Sleep Apnea / Snoring □ Implants

□ Apicoectomy □ Orthognathic Surg □ Soft Tissue / Pathology 

□ Other: ______________________________________________________________________

Procedure:
□ Third Molars □ Biopsy □ Extractions 
□ Implants □ Incision / Drainage □ Alveoplasty

□ Other: _____________________________________________________________________

Radiographs:
□ Patient to bring □ Being sent □ Please obtain 
□ Please return □ Keep □ Email 

to:________________________________

Remarks: _____________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
Significant Past Medical History: _______________________________________________
______________________________________________________________________________
______________________________________________________________________________

Dentist’s Signature: _________________________________________ Date: _____________

NOTE: Indicate teeth to be evaluated/treated with a circle.  Indicate missing teeth with X
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