NELSON ORTHODONTICS

ALL OF THE REQUESTED INFORMATION WILL BE HELPFUL TO US IN PROVIDING QUALITY TREATMENT FOR YOUR PATIENT. THANK
YOU FOR TAKING THE TIME TO COMPLETE THIS FORM.

GROUP NUMBER

GROUP NUMBER

DATE: dd / mm/vyy

WE ARE REFERRING:

PATIENT: BIRTH DATE: PRONOUNS:

ADDRESS:

RESPONSIBLE PARTY:

TELEPHONE: CELL OTHER

DENTAL INSURANCE INFORMATION:

1: POLICY HOLDER EMPLOYER INS COMPANY
ID NUMBER PERCENTAGE

2: POLICY HOLDER EMPLOYER INS COMPANY
ID NUMBER PERCENTAGE

REASON FOR REFERRAL:

RELEVANT HISTORY:

Please include relevant Dental and Medical History.
Any signs of TMD? Periodontal concerns or treatment?

0 THIS CASE REQUIRES MORE IMMEDIATE ATTENTION (check this box for URGENT cases).

0 RADIOGRAPHS EMAILED TYPE

0 PERIO CHARTING AND BITEWINGS ATTACHED (REQUIRED FOR ALL ADULTS) DATE

SIGNATURE

dd/mm/yy

310 Hall Street, Nelson, British Columbia V1L 1Y8 e Ph: 250-354-4354 e Fax: 250-354-4088 e info@nelsonortho.ca



