TREATMENT REFERRAL

Patient’'s Name:

Telephone: Today's Date:

Referring Doctor Name & Telephone:

Date of Appointment:
Please forward x-rays and dental insurance information.

[J Please Call Patient [ Patient Will Call J X-Ray Sent
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[1 Connective Tissue Graft ] Full Mouth Rehabilitation

[l Free Gingival Graft [J Teeth-in-an-Hour™ (Guided Surgery)
[l Implant Surgery Only [] Bone Grafting

[l Implant Surgery & Prosthetics (] All-on-4™

[l Wisdom Teeth [1 Conscious Sedation

Doctor's Comments:

[J BITES Institute member
Signature of Referring Doctor

Dr. Bernard Jin DMD 949 Como Lake Avenue Coquitlam, BC V3J 3N2

T: 604.939.6111 F:1.866.390.8014 info@smilesunlimited.ca
www.GoodbyeDentures.ca

Missed appointments are subject to a $50 fee (if cancelled with less than 48 hrs notice)



