SASKATOON DENTURE CLINIC LTD

REFERRAL FORM

COMPLETE & PARTIAL DENTURE SERVICES
James G. Hoffart DD, Chelsea B. Schreiner DD, Kelsey M. Reiber DD,

Licensed Denturist Licensed Denturist Licensed Denturist
Patient’s Name: Date of Birth:
Address: City: Postal Code:
Telephone Res: Cell: Bus:
Email:
Insurance Company: Policy #: ID #:
NIHB ID #: Supplementary Health #:

Missing Teeth:
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Teeth Requiring Extraction:
Extraction Date: D X-Rays Included
[] Complete Upper Denture [JComplete Lower Denture
D Immediate Complete Upper Denture I:I Immediate Complete Lower Denture
[] partial Upper Denture [JPartial Lower Denture
|:| Immediate Partial Upper Denture D Immediate Partial Lower Denture
D Acrylic Partial Upper Denture DAcryIic Partial Lower Denture
D Removable Prothesis on Implants D Fixed Prothesis on Implants
Outstanding Hygiene, Restorative Treatment to be Completed:
Referring Dentist: Phone Number:

205 2nd Avenue North ® Saskatoon, SK ® S7K 3P2 ® PHONE: 306-244-1717 ® FAX: 306-244-1753
EMAIL: , ’ ~ ke (
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