Unit F 7487 Edmonds Street TRUESMIL E Dental & Denture Clinic Burnaby, BC V3N1B3

Referring Doctor: Patient:
Name: Name:
Office Phone: Phone:
Office Email: Email:
Reason for CBCT (please circle):
IMPLANT RCT EXTRACTION OTHER
Type of CBCT (please circle):

FULL MOUTH SINGLE JAW (MAND/MAX) SINGLE TOOTH
PRIMARY DENTAL COVERAGE SECONDARY DENTAL COVERAGE
Insurance: Insurance:

Plan/Group/Policy #: Plan/Group/Policy #:
Certificate ID #: Certificate ID #:

Policy Holder Name: Policy Holder Name:
Policy Holder DOB: Policy Holder DOB:
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Tel: 604 520 9770 support@truesmile.info Fax: 604 515 1580



