
  Please call the patient   	  
  Patient will call you in near Future   

  Referral Only 
  Referral & Observation
  Referral & Participation

Supplementary Documentation:

Medical Conditions: 
Medications:
Allergies: 

U X B R I D G E D E N T A L S U I T E S . C A

A P P O I N T M E N T  D E T A I L S

 Implant
 Periodontal
 Surgical Extraction
 Sinus Grafting
 All-on Four
 TMJ
 Myofunctional
 Endo Surgery
 Other

Reason/Nature and Scope of Referral:

Treatment Accepted/Refused:

Appointment Date/Time:

Follow-Up Required:  
  YES      NO

Date of Next Appointment:

  Provide necessary treatment required

  Inform us of the completion of  
       your treatment 

  Provide a tentative treatment  
       proposal for us/them

Following your consultation, please:

Partnership & Interest:

Dr. Ramzi Haddad · Your Dental Surgery Partner

905-852-2221 · info@uxbridgedentalsuites.ca
2 Brock St. West, Unit 2Uxbridge, ON L9P 1P2 

Date: 

Referring Dr:

Credentials:

Patient Name:  

Date of Birth (DOB):                                              

Parent/Guardian:

Address:

Phone:

Email: 
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