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www.mammothortho.com 

 

   

Mammoth Orthopedic Institute 
Mammoth Hospital Ph: (760) 924-4084  

Mammoth Hospital Fax: (760) 934-7285 

 

Northern Inyo Hospital Ph: (760) 873-2605 

Northern Inyo Hospital Fax: (760) 873-2769  
 

Fax  

  

 

Dental Office: ___________________ 

Phone Number: _________________ 

Fax Number: ____________________ 

 

Date: ____________ 

 

 

Please fill out the patient’s name and date of birth, then fax this sheet to the appropriate facility. 

We will complete the remainder of the form, confirm the surgery, procedure date, and surgeon, 

and fax it back to you for your records. 

 

Thank you for taking such great care of our patients. 

 

 

Patient Name: ____________________________ DOB: _______________ 

 

Surgery: _____________________________________________________ 

 

Date of Surgery: ________________ Surgeon: ______________________ 

 

 

 

Powered by TCPDF (www.tcpdf.org)

http://www.tcpdf.org

