
Carling Dental
OueisDentistry.ca

Referral for Surgical Treatment

Patient Details   Please print clearly

Patient Name: Date of Birth:             DD/MM/YYYY

Telephone: Work/Mobile:

E-mail: Date:            DD/MM/YYYY

Services Requested   Please print clearly

£  Implants £  Gingival Grafts £  Extractions

£  Bone Grafts £  Sinus Lift £  Frenectomy

£  Other/Comments:  ____________________________________________________________________________________ 
__________________________________________________________________________________________________________________ 
__________________________________________________________________________________________________________________
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 Appointment Date/Time:           DD/MM/YYYY___  Please call patient to schedule an appointment

X-rays:  Yes  Given to Patient Cone Beam/CT Scan:      Yes          No

Referral Details   Please print clearly

Referred By:

Telephone: E-mail:
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Carling Dental
1144 Carling Avenue 
Ottawa, ON  K1Z 7K5� 
613-722-7272
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