
 

 

 

 

 

 

 

 

30 Cranbourne Road 

Frankston, VIC 3199 

23 Breed St 

Traralgon, VIC 3844 

PATIENT DETAILS 
 

Name …………………………………………………   [  ] Male   [  ] Female 

Address ……………………………………………………………................... 

Phone..………………………………………………...…DOB……………...... 

 

REASON FOR REFERRAL  

[  ] Periodontal assessment & management [  ] Sinus lift 

[  ] Implant assessment & surgery [  ] Bone grafting 

[  ] Crown lengthening surgery [  ] Tooth exposure 

[  ] Frenectomy / Pericision  [  ] Soft tissue grafting 

[  ] Extraction of tooth / teeth [  ] Cone beam CT 

[  ] Other (please specify) [  ] Treatment under GA 
 

………………………………………………………………………………… 

PLEASE 

[  ] Advise & treat  [  ] Give a second opinion  [  ] Other (please specify) 

…………………………………………………………………………………

…………………………………………………………………………………

…………………………………………………………………………………

………………………………………………………………………………… 

P  (03) 9770 2322     

F  (03) 9770 0035     

E  reception@baysideperio.com.au 

W www.baysideperio.com.au 

REFERRAL DETAILS 
 

Name……………………………………………………Date………………… 

Practice Name…………………………………………..Phone ………………. 

Correspondence by email Y/N  Email…………………………………..…… 

 

 

  

Dr Binh L T Tran  
BDSc(Hons)(Qld), BPharm, BPharmSc(Hons)(Monash),  

DCD(Melb), FRACDS, FRACDS(Perio).  

SPECIALIST PERIODONTIST 

Thank you for your referral  

mailto:reception@baysideperio.com.au

