School of

OHSU DENTAL CLINICS AT THE SOUTH WATERFRONT
STUDENT DENTAL CLINIC

DENTISTRY GRADUATE SPECIALTY CLINICS

Skourtes Tower, Robertson Life Sciences Building

OHSU
2730 SW Moody Ave. Portland, OR 97201-5042
Main Phone 503-494-8867
Referrals Phone 503-346-4791 FAX 503-346-8232 EMAIL DentalReferrals@ohsu.edu
PATIENT REFERRAL INFORMATION
Patient Information (all fields required) Date

Patient Name:

QUM QF Date of Birth: / /

Address: City, State, Zip:

Q Preferred Phone: U Other: Language:

Q Medicaid ID #: 0 Dental Insurance:

Q Medical Ins ID #: 0 Medical Insurance Co:

O Parent/Guarantor Name: U Email:

Relevant Medical History:

Reason for Referral:

This visit is (mark one) O Routine O Semi-Urgent O Urgent

If urgent or semi-urgent, please specify a reason:

Q0 New Patient Exam Q Oral Maxillofacial Surgery

O Limited Care Exam O Oral Medicine/Orofacial Pain* ABCDE/FGHI J

O Endodontic 0 Pediatric 123 45 6 7 8[(9 10 11 12 13 14 15 16
Q Faculty Dental Practice* Q Periodontics 32 31 3029 28 27 26 25|24 23 22 21 20 19 18 17
0 General Practice Residency (O Radiology TsrRapPloNM L K

*Please note that Faculty Practice and Oral Medicine does not accept OHP/WW.
Treatment will be out of pocket with this coverage.

REQUIRED: (mark one)

Q I am the dentist of record for the above patient and will see this patient for continued care. Please
evaluate and treat for the above treatment, then return the patient to our office for other services.

-OR-

Q This patient will need continuing care for all services at OHSU Dental Clinics.

Please provide pertinent medical records and images so that we can quickly schedule your
patient. Email JPEGs to dentalreferrals@ohsu.edu with date films were taken.

If unable to email films digitally, please give CD to patient or mail to address listed above, ATTN: Referrals.

REFERRING DOCTOR: (please print)

PRACTICE/ADDRESS:

PHONE:

FAX: EMAIL:

Referring Doctor Signature

Date



mailto:DentalReferrals@ohsu.edu
mailto:dentalreferrals@ohsu.edu

E" E OHSU Dental Clinics
: 2730 Southwest
Moody Avenue
E Portland, OR 97201

503 494-8867

Directions to School of
Dentistry South
Waterfront

Skourtes Tower

From the south viaI-5

+ Take exit 299B, a left-side exit (signed “City
Center/S Waterfront”).

+Bear left again (signed “City Center/S
Waterfront”) as the exit splits.

+ Turn right onto S.W. River Parkway (at the
first traffic signal).

+ Turn right onto S.W. Moody.

+ Turn left onto S.W. Meade to enter the
Skourtes Tower parking garage

From the west via Hwy 26

+ Pass through the Vista Tunnel and stay in the
center lane to exit onto
S.W.Market Street.

+ Stay on Market Street.

+ Cross over Naito Parkway onto S.W. Harbor
Drive.

+ At the second light, turn left onto S.W.
Harrison.

+ Turn right onto S.W. Moody. (expect delays
during construction)

+Turn left onto S.W. Meade to enter the
Skourtes Tower parking garage

From North Via I-5 or From The East Via
RossIsland Bridge AND From South Via
SwMacadam Or Sellwood Bridge

+ As you cross the river on the Marquam
Bridge, stay in the far right lane.

+ Take exit 299A to 43/Lake Oswego/Macadam.
As you exit, move to the middle lane.

+ Follow the signs to “South Waterfront.” As the
road curves to the left, stay to the left.

+ At the light, turn left onto S.W. Macadam.

+ Turn right onto S.W. Curry.

+ Turn left onto Moody Avenue

+ Turn right on Meade to enter the Skourtes
Tower parking garage

From the north via I-405

+ Follow signs for I-405 (Salem/The Dalles.)

+Take Exit 1C (S.W. 6th Ave.)

+ Stay in left lane and follow signs for 6th
Ave./City Center/Auditorium.

+ Turn left onto S.W. 6th Ave..

+ Turn right onto S.W. Harrison.

+ Cross over S.W. Naito Parkway.

+ Turn right onto S.W. Moody Ave. (expect
delays during construction)

+ Turn left onto S.W. Meade to enter the
Skourtes Tower parking garage

From downtown Portland

+ Proceed south, then turn left onto S.W. Harrison
Street.

+ Cross over Naito Parkway.

+ Turn right onto S.W. Moody. (expect delays during
construction)

+ Turn left onto S.W. Meade to enter the Skourtes
Tower parking garage

From the south via S.W. Barbur Blvd.

+Travel north on S.W. Barbur Blvd.

+ Exit onto S.W. Naito Parkway.

+ Turn right onto S.W. Harrison.

+ Turn right onto S.W. Moody. (expect delays during
construction)

+ Turn left onto S.W. Meade to enter the Skourtes
parking garage

From the south via S.W. Macadam or
Sellwood Bridge

+ Travel north on S.W. Macadam.

+ Turn right onto S.W. Curry.

+ Turn left onto S.W. Moody Avenue

+ Turn right onto S.W. Meade to enter the Skourtes
parking garage

Parking

The OHSU School of Dentistry offers patients
validated parking in the center’s parking garage
while they are receiving oral care in Skourtes
Tower. Valet parking is also available. The
entrance to the garage is where S.W. Meade meets
S.W. Moody Avenue.
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