Dr. Nadia Nizam

DDS | MCID | FRCD (C)

Certified Specialist in Orthodontics
30 Springborough Blvd SW, Suite 245

Calgary, AB T3H ON9

Tel: 403.457.7700

Fax: 403.457.4300
www.impressionsortho.ca

PATIENT REFERRAL

Referring Dentist: I I Date: I |

Referring Dentist Phone #: | |

Name: I | Gender: O male O Female
Date of Birth: I | Home 4 #: | |
(month/day/year)
Parent/Guardian Name: I | Other g #: I |
Reason for  []Crowding/Spacing Radiographs [JEnclosed (keep/return)
Referral:  [JClass 2 Malocclusion are:  [Jwith patient
[Class 3 Malocclusion [OMailed separately
CExcessive overbite/overjet [INo radiographs
impacted/Missing teeth #l:l [JEmailed
[Ccrossbite
[JCosmetic Restorative [JCompleted
2" opinion workis: [JPending
Cother | ] [JRequired post orthodontic
treatment
[Please contact patient directly @ I I

ratient will contact Impressions Orthodontics

Comments:|

susmitthis ormvia: FAX: 403.457.4300 | E-MAIL: info@impressionsortho.ca
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