
Please check        all that apply:

Please call Patient

X-ray imaging is sent by (circle one):  E-mail / With the patient / In mail

Dental insurance information is enclosed

Additional Comments:
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TREATMENT requested:
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Bone Grafting / Socket grafting / Ridge preservation
Final Prosthetic Restoration (Implant Crown)

Full Arch Rehabilitation (Locator Overdenture, All-on-X)

Cone Beam CT Scan (10x10 FOV)

Connective Tissue/ Free Gingival Grafting

Extractions

Sinus Lift (Crestal / Lateral)

Implant Surgery (Delayed or Immediate)

Implant Provisionalization (Temporary) IV Sedation

Patients Name:

Date Of Referral:

Date of Birth:

Referring Office: Phone Number:

Referring Doctor:

Phone Number:

ID#: Div#:

Dental Insurance Information:

DOB:

Carrier:

Group#:

Employeer:

Insurance Holder:

REFERRAL FOR TREATMENT

Dr. Chris Lee DMD
6403 Fraser Street, Vancouver BC, V5W 3A6 
fraserviewdentist.com

T: (604) 325-1711
info@fraserviewdentist.com

https://newwestminstercitydentist.com/

