SOUTH OKANAGAN PERIO g

Periodontics and Implant Dentistry BSc, DMD, MDent (Perio), FRCD(C)
Date:
Patient
Introducing: D F |:| M D.0.B (D/M/Y):
Guardian: Email:
Address:
City: Postal Code:
Phone: (H) (@) (W)
Dental History: Recall Compliance years | |regular [ |sporadic [ ]new patient
Medical History: l:] Prophylactic Antibiotics Required
Insurance Information
Primary Insurance Carrier:
Policy Holder: D.O.B (D/M/Y):
Group Policy #: 1.D. #:
Secondary Insurance Carrier:
Policy Holder: D.O.B (D/M/Y):
Group Policy #: 1.D. #:

Reason for referral:

87654321|12345678
87654321|12345678

|| Comprehensive Periodontal Exam & Treatment

[ ] Specific Periodontal Exam [ ] implant(s)
D Crown Lengthening D Astra
[ ]Esthetic [ INobel
l:] Functional [ ]Straumann
D Recession/Root Coverage l:] Other
D Gingival Augmentation D Extraction(s) + Ridge Preservation
D Crown Exposure(s) [] Ridge/ Sinus augmentation
D Frenectomy D Oral Pathology/Biopsy
[ ] Fiberotomy [ ]cBcT
[ ] TAD placement [ ] other
Radiographs/photos:
[ sent with patient [ ]sent directly (mail/email) [ |none available [ ]please return after use
Comments:
Referred by Dr. Phone: Email:
(Please Print) Please return this form by fax, email or mail to the address below.
Thank you for your kind referral
(> South Okanagan 220-1516 Fairview Rd., P: (778) 476-1577 WWW.SOUTHOKANAGANPERID.COM
/ DENTAL SPECIALISTS Penticton, BC V2A 6A3 F: (778) 476-1575 southokanaganperio@gmail.com

DRS. BUTTAR & BUTTAR INC



