
 
 

1135 Adelaide Street North. London. ON. N5Y 5K7   
Phone: 519-601-8787 Fax: 519-204-0565 

 

Patient Information: 
 
Name of Patient: __________________________  Date: ___________________ 
 
Phone Number: ______________________  Date of Birth: __________________ 
 
Patient’s Address: ________________________________________________________ 
 
Referring Doctor’s Information: 
 
Name of Doctor: ________________________________ 
 
Contact Phone Number: __________________________ 
 
Is this patient under your continued general care?   Yes  No 
 
Please check off what the referral is for: 
 
�  Atraumatic extractions and site preservation/implant placement 

• Would you like to finish the restoration yourself?       Y          N 
• Would you like the patient returned with abutment in  
       place and torqued?           Y             N 
           
• Would you like a provisional crown made?                          Y             N 

�  Complex restorations (multiple crowns) 
�  Occlusal plane discrepancies 
�  Conventional complete dentures/partial dentures/immediate dentures 

• Is patient interested in implant supported dentures?         Y          N 
�  Dental implant restorations 
�  Implant retained complete fixed dentures/partial dentures 
�  Full mouth rehabilitation 
�  Esthetic dentistry 
�  TMD therapy 
 
Any comments: 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 

We thank you for your referral! 


