
INTRODUCING: __________________________________________________________________________________________  DATE: __________________________________________  

D.O.B.: ____________________________________________________  

CONTACT: TEL: _________________________________________  BUS: ___________________________________________ CELL: __________________________________________  

               EMAIL:_______________________________________________________________________________________________________________________________________________  

REFERRED BY DR.: _________________________________________________________________________________  PHONE#: ___________________________________________  

PROSTHODONTIC CONSULT 
 VENEERS / CROWNS

 FULL MOUTH REHAB

 WORN DENTITION 

 REMOVABLE PROSTHESES

OTHER
 CT SCAN

  _____________________________________________

PERIODONTIC CONSULT 
 IMPLANT CONSULT, ALL-ON-4, ALL-ON-X, TEETH-IN-A-DAY

 AREA(S) PLACEMENT__________________________________________________________________________

 COMPREHENSIVE PERIODONTAL EXAM 

 SPECIFIC PERIODONTAL CONSULT, AREA(S) ______________________________________________  

 CROWN LENGTHENING  RECESSION / KERATINIZED TISSUE 

 EXTRACTION / RIDGE PRESERVATION  BIOPSY

  CUSPID EXPOSURE/ FRENECTOMY  BONE GRAFT 

  
RADIOGRAPHS:        SENT      EMAILED      NONE AVAILABLE 

MEDICAL HISTORY OR SPECIAL CONSIDERATIONS: 

_____________________________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________________________________

PRIMARY INSURANCE CARRIER: __________________________________________________________________________________________________________________________

POLICY HOLDER: ________________________________________________________________ D.O.B.:_____________________________________________________________________ 

GROUP PLAN#: __________________________________________________________________ CERT. #/I.D. #: ___________________________________________________________

SECONDARY INSURANCE CARRIER:_______________________________________________________________________________________________________________________

POLICY HOLDER:_________________________________________________________________ D.O.B.: ___________________________________________________________________ 

GROUP PLAN#: __________________________________________________________________  CERT. #/I.D. #:___________________________________________________________

PERIODONTIST

 DR. CHRISTOPHER LONG 
 B.D.S., D.M.D., M.SC., DIP. PERIO, FRCD(C)

 CERTIFIED SPECIALIST IN PERIODONTICS

 DR. MATHIEU NAULT
 D.D.S., M.SC., DIP. PERIO, FRCD(C), DABP  
 CERTIFIED SPECIALIST IN PERIODONTICS

PROSTHODONTIST
 DR. FARAJ EDHER

 D.D.S., M.SC., DIP. PROS, FRCD(C) 

 CERTIFIED SPECIALIST IN PROSTHODONTICS

 DR. NATHAN CAIN
 D.D.S., DIP. PROS, FRCD(C) 

 CERTIFIED SPECIALIST IN PROSTHODONTICS

 

COMMENTS:

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

SPEEDBOLT Printing Solutions   604.986.9633
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Hollyburn Medical Centre

West Vancouver, BC  V7V 4Y1

Tel:  604-922-4711
Fax:  604-922-4713

info@westvanimplants.com
www.westvanimplants.com

ASAP Apt. Req’d


