
Oueis Dentistry
OueisDentistry.ca

Dental Referral Form for 
Independent Registered Dental Hygienists

Referred By:   Please print clearly

Name: 

Address:

Telephone: E-mail:

We Are Referring:   Please print clearly

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

Telephone #1: Telephone #2:

E-mail: Parent/Guardian Contact Name:

Relevant History   Please print clearly

Indicate any special factors—either dental or medical—such as known allergies and specific medical problems relevant 
to diagnosis and treatment.

Additional Details   Please select all that apply

£  Please call the patient        £  Patient will call        £  Radiographs are enclosed        £  Please return radiographs after use
£  Notify on completion         £  Please report – written         £  Please report – by phone

Signature
Signed: Date:

                           DD/MM/YYYY
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