DDS, MSc, Certified Prosthodontist

7N X34 55 Avenue Road, Ste. 2100 East Tower
' . Toronto, ON M5R 3L2

g ro u p [ 416-925-6767
info@hazeltonlanesdental.com

Patient Referral Form

INTRODUCING: Date:

CONTACT: Home Preferred Method of Contact:
Work _I Home |_I Work
Mobile | Mobile |_| Email
Email

APPOINTMENT:
| Already scheduled Date:
| Please contact patient

! Patient will contact your office

]

CONSULTATION REGARDING:

SIGNIFICANT MEDICAL & DENTAL HISTORY :

RADIOGRAPHS: CONSULTATION REPORT:
Emailed (preferred) _! In Writing
info@hazeltonlanesdental.com ! Mail and/or
Enclosed | Email ta
Mailed _| By Phone
With Patient
None

REFERRED BY DR.: DR’S SIGNATURE:

hazeltonlanesdental.com



