
Paul N. Tolmie, D.D.S. 

Kenneth T. Corsig, D.M.D. 

Eric N. Kerr, D.D.S. 

Caleb L. Corwin, D.D.S. 

3535 Randolph Road, Suite 103 

Charlotte, NC 28211 

(704) 365-0123 fax (704) 364-8640

www .charlotteperio.com 

PATIENT NAME _______________
 

_______________ _
PATIENT PHONE # ____________ DATE OF BIRTH _________ _
REFERRED BY ______________ DATE REFERRED _________ _
SERVICES NEEDED 
0 Comprehensive Periodontal Exam 
0 Exam & Treatment of Area(s) Noted
0 Evaluate for Dental Implants 
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COMMENTS

0 Evaluate for Soft Tissue Graft
0 Anterior Esthetic Surgery 
0 Crown Lengthening of Area( s) Noted
0 Orthodontic Related Treatment

0 Pre-orthodontic Periodontal Evaluation 

0 Tooth Exposure O Frenectomy 

RADIOGRAPHS 
0 Please Take Radiographs / No Current Radiographs Available 
0 Radiographs Being Sent (Email to xrays@charlotteperio.com)

0 CBCT being sent O Please take CBCT Scan QR code on the Back for Directions 
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Scan QR Code for Directions

Directions from the North or the South
Take I-77 to the John Belk Freeway (I-277).
Then take the 3rd Street Exit.
Go right at the light onto 3rd Street.
At Queens Road, turn left.
At the intersection with Randolph Road, turn right.

CharlottePerio
3535 Randolph Road 

Suite 103 Randolph Building
Charlotte, NC 28211

(704) 365-0123   
info@charlotteperio.com
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