
Imperial Dental Group
137 S. Las Posas Rd. Ste 250
San Marcos, CA 92078

Phone: (760) 282-3181

Email:officemanager@imperialdentalgroup.com

Imperial Dental Group

 
Crown Dental Group 

 

ORAL AND MAXILLOFACIAL SURGERY �   IMPLANTOLOGY �   RECONSTRUCTIVE SURGERY  
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DIPLOMATE, AMERICAN BOARD OF ORAL AND MAXILLOFACIAL SURGERY 
 

 
2405 TRANSPORTATION AVE.    NATIONAL CITY, CA 91950                TELEPHONE: (619) 474-6200 &  (619) 477-1100     
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0 

 

 
 

 
 
 
 
 

 
 
 
 

 
 
 
 
 
 

 
 
 
 
 

. 
 
 
 

IF FOR ANY REASON YOU CANNOT MAKE THIS APPOINTMENT, 

PLEASE LET US KNOW AT LEAST 48 HOURS IN ADVANCE 
 

 

Patient Name: ________________________________ 

 
                                                                                                                                                               

Date: _____________ 

Referring Office/Doctor: _________________________ Telephone: ___________________________ 
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Pano?    Yes     No Will Mail     Take    

11968 Bernardo Plaza Drive  San Diego, CA 92128
www.towncenterdentistrysd.com

Phone: 858.521.0000     Fax: 858.521.0404
Email: towncenterdentistrysd@gmail.com

Town Center Dentistryo Implantology
o Dentoalveolar Surgery
o Must bring Referral
o Minor must be accompanied by parent or legal guardian

Patient Name:_______________________________________________

Home Phone:__________________ Work Phone:___________________

Email:_____________________________________________________

Referring Office / Doctor:______________________________________

Phone:___________________________________________________

Appointment Date:_________________________ Time:_____________

If for any reason you cannot make this appointment, Please let us know at least 48 hours in advance

oWill Mail    oTake

Oral and Maxillofacial Surgeon


