
Stephen S. Walker, DDS, MS 

Request for Surgical Consultation 

Introducing: ________________________________________    Today’s Date: ______________________ 

Referring Doctor:  _____________________________________   Patient’s Phone No.: ____________________ 

 ⃝ Appointment has been made                       ⃝ Patient Will Call                         ⃝ Please call patient 

 ⃝ X-rays:         ⃝ Mailed        ⃝ Emailed 

Procedures Recommended 

⃝ Extractions           ⃝ Periodontal Disease            ⃝ Crown Lengthening          ⃝ Tissue Grafting  

⃝ Implants (please specify preferred system):  _____________________________________________________ 

⃝ Other/Notes:  _________________________________________________________________________ 

Insurance Information 

Patient Name:  _________________________   Patient DOB:  _______________  Patient SS#:  ______________ 

Subscriber Name:  _______________________  Subscriber DOB:  ____________   Subscriber SS#: ____________ 

Subscriber ID#:  ________________________   Group#:  __________________  Employer: ________________ 

Insurance Carrier:  ________________________________________________  Phone:  __________________ 

1703 E. Belt Line Road    Tel:  (972) 462-9800  info@walkerperio.com 
Coppell, Texas 75019    Fax:  (469) 635-3503   www.walkerperio.com 

mailto:info@walkerperio.com
http://www.walkerperio.com/
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