
 

 

Date: _______ 

 

Introducing: _____________________________ 

Phone: ______________  Email: _______________________ 

Referring Doctor: ___________________________ 

Reason for Referral: _________________________________________ 

________________________________________________________ 

________________________________________________________ 

________________________________________________________ 

________________________________________________________ 

________________________________________________________ 

Recommending CBCT be taken: YES____ NO____ 

 

  


