200 Village Walk Boulevard, Suite 100 London, ON N6G OW8
ILLAG | Tel: 226-636-2222
7 DENTAL SURGERY & SPECIALTY GROUP Email: reception@villagewalkdental.ca

REFERRAL FORM - CBCT

Referring Doctor: Office:

Patient: DOB: Cender: M/ F
Address:

City: Postal Code:

Telephone: (Home) (Cell) Email:

Consultation is requested for:
L] CBCT (Fee: $350)
-File Format for CBCT (Default is DICOM, if unsure choose DICOM): [ DICOM [J DCM
-Do you want CBCT and Report sent to any additional email addresses besides the referring office?
If so, provide email:

-Rush Radiology Report? (Average turnaround is approximately 3 weeks): [ No Rush [ 12-17 days (+$25) O 7-12 days (+$50)
O 3-6 days (+$75) [ 1-2 days (+$100) [ STAT (+$150). If rush is needed, date needed by:

Indication:
O For Implant Planning: Implant Locations:
O Radiographic Stent Provided [J Measurements Needed (+$35 per Quad)

L] For Surgery:
Tooth#/Location:
O For Endodontics: Tooth#:

[J Root Fracture [J Dental Trauma [ Perforation [J Resorption [ Apical

Pathosis [ Canal Anatomy
L] For Pathology Assessment: Area:

Clinical Signs and Symptoms:

Differential Diagnosis:

tional:
O Surgical Guide Fabrication

(Fee: $550 per arch which includes sleeve for 1implant, plus $100 per additional implant in same arch):
OFully Guided [ Pilot Hole(s) Only  Implant System: [0 Astra [

Other:

Implant Tooth#: Prosthetic Plan:
Surgery Date (if booked):
Additional Comments:

Relevant Medical History:

Referral Checklist:

[J 10 Photos & Patient Profile Pic (if available)

[1 X-rays - relevant xrays

[ Tracker Patient Info - including notes from the date of the appointment that prompted referral

[] Med Hx

[1 Appointment fees discussed with patient - and advised that ASSIGNMENT is not accepted.
Patient Initials: ____________ Referral Form Completed by:

Assignment is NOT accepted, although claims will be submitted electronically on behalf of the patient.



