
ORAL& 

MAXI LLOFACIAL 

SURGERY 

■ ■ ■ 

B0<ird Certifiet/ Oral and Maxi!lofacla/ Surgeo11 

R. BERYL HUNTER DMD, MD, PC

9870 MANGANO LANE. SUITE 200 

PARKER. CO 80134 

(303) 840-7400 • 003) 840·7478 FAX 

Date: ______ Introducing: _____________ Patient#: ______ _ 

Please examine for: Extract teeth below indicated by "X" 

Referral: given to patient__ will send __ 

X-rays: given to patient__ will send__ please take __

Referring Doctor: ________________ _ 

The office is located just north of Lincoln Ave. 

on the west side of Jordan Road 
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