I%Emuﬁgi REFERRAL FOR IV SEDATION

PATIENT INFORMATION

Name: Phone:

Email: Date of Birth:

REFERRING DENTIST/PRACTICE INFORMATION

Name: Phone:

Email:

REASON FOR REFERRAL

Oral Surgery O Hygiene
O Extractions/Wisdom Teeth O Endodontic Therapy
O Periodontal Surgery (CTG or FGG) O Dental Implant/Surgical

Restorative
O Esthetic Restorations O Other:

O Restorative Treatment with IV Sedation
(Please specify tentative treatment plan)

RADIOGRAPHS TENTATIVE TREATMENT PLAN

O Emailed O Please Obtain O Emailed O None (please develop)

Additional Notes:

PATIENT RETURN

All patients will be returned to you for O Other:

recare, unless otherwise specified.

526 Riverfront Ave SE
Calgary AB T2G 1E4

(403) 263-9014
sedation@eastvillagedental.ca

Dr. Greg Broyde BSc, DDS
Dr. Navdeep Dhaliwal BSc, DDS
Dr. Siavash Yari BSc, DDS



FREE PARKING!

JUST BRING IN LICENSE PLATE & PARKING
AREA NUMBER INTO THE OFFICE

(403) 263-9014
contact@eastvillagedental.ca

www.eastvillagedental.ca

526 Riverfront Ave SE
Calgary AB T2G 1E4



