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EXTERNAL
REFERRAL FORM

REFERRING PRACTICE INFORMATION
    
      Date:  _______________________

Dentist  Name:
_______________________________________

Address:
_______________________________________


Telephone:
________________________
Fax: ________________________

PATIENT INFORMATION

Patient Name:    _______________________________ Address:__________________________________

Parent / Guardian Name:_________________________      
     __________________________________

DOB: 
  DD_____ /MM _____ /YYYY _________




Phone Information:  ______________________________________________________________________

         



Home


  Work


     Cell

Insurance Information:  Private           NHIB            SA            None           Other: _______________

REASON FOR REFERRAL (PLEASE ( ALL THAT APPLY)

CONSULTATION  [please note reason]  ____________________________________________
__________________________________________________________________________________



TREATMENT [please provide appropriate details of problem, i.e. urgency, areas of 
concern, planned prosthodontic treatment, if relevant] 


__________________________________________________________________________________
__________________________________________________________________________________


IMPLANT/S
                   Please √ Preferred Implant System 


Will Patient undergo Implant




Prosthetics in your Private Practice?





Yes

No  
   
MEDICAL  HISTORY 

[please indicate any special factors, either dental or medical, such as known allergies, specific medical problems relevant to diagnosis and treatment].

________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________

I AM INCLUDING
Radiographs   
    Models enclosed           Other

ATTACHED “PATIENT INFORMATION” SHEET 

Please give “Patient Information” Sheet to patient.  

We sincerely thank you for your referral!
Dr. Sam Borden Periodontic Clinic 


Dr. Gerald Niznick College of Dentistry   


D343 – 790 Bannatyne Avenue   Winnipeg, MB 


Ph:  (204) 789-3426     Fax: (204) 272-3077  











* * * PLEASE  PRINT  CLEARLY  * * * 
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FOR GRADUATE PERIODONTIC OFFICE USE


Date of Assignment:   _________________  (dd / mm / yyyy)         


Assigned to Resident: _________________  (Resident’s Name)


By: _______ 
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