
Introducing : 

Referring Dr. Phone # : 

Dentist Name (Please Print) :

Dentist Signature :  

Comments : 

604. 521. 6424

315-555 6th Street, New Westminster B.C. V3L 5H1
Westminster Centre (3rd Floor)
www.primedentureclinic.ca    primedentureclinic@gmail.com

 

This patient is being referred for evaluation of the following:

“ For partial or implant cases please approve the condition of the abutment teeth 
  and / or bone condition”

 Complete Denture

 Overdenture 

 Repair 

 Partial Denture

 Consultation

 Reline / Rebase

 Immediate Denture

 Immediate Denture (Fixed Hybrid)

 Implant Denture

 Other :

 Please call me before proceeding with treatment

     

 Dentist Approval


