-

REFERRING TQ

'\ CORE DENTAL
SPECIALTY GROUP

Referral
Form

O Dr. Kirk Sutton

DMD, MSc, FRCD(C), Cert. Pros

O Dr. Breanne Joslin
DMD, MSc, FRCD{(C), Dip. Perio

- REFERRING DOCTOR

Referring Dentist:

Phone:

Date:

- WE ARE REFERRING

Patient Name:

Home Phone:

Date of Birth: / /

Cell Phone:

- REASON FOR REFERRAL

ClImplants:

O Surgical only, please return for prosthetics

O Prosthetics only
[ Surgical and prosthetics

[1Perio Assessment:

[ Grafting:

[0 Soft Tissue
[0 Hard Tissue

[ISurgical Extractions:

[ Comprehensive Restorative Tx:

[1Occlusal Concerns:

CITMD Concerns:

—

Comments:
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O Radiograph Enclosed

#105 - 8411 200%™ Street
Langley, BC V2Y OE7

www.coredentalgroup.com

O Please Send More Referral Slips

Phone: 604.881.1381
Fax: 604.881.0381
Email: info@coredentalgroup.com




