
Dentistry Under Sedation

Referring Clinic:

Doctor's Full Name:

Clinic Phone:

Clinic Email:

Reason For Referral

Images / Treatment Emailed

Implants

Root Canal Therapy

Restorative Dentistry

CBCT Image

Surgical Extractions

Surgical Exposures

IV / GA / Nitrous Oxide Sedation

Wisdom Teeth Extractions

Referral Form

First Name:

Date of Birth:

Parent / Guardian Name:

Address:

City:

Phone (home):

Primary Insurance Company:

ID / Cert# :

Group / Policy# :

Name of Policy Holder:

Policy Holder’s Date of Birth:

Last Name:

Email:

Postal Code:

                                     AHC# :

Secondary Insurance Company:

ID / Cert# :

Group / Policy# :

Name of Policy Holder:

Policy Holder’s Date of Birth:

M F

Cell:

87654321

87654321

12345678

12345678

EDCBA

EDCBA

ABCDE

ABCDE

Comments:

Send referrals to: info.oasis@leducdentists.ca

780 986 0016 105, 6209 50th Street Leduc, Alberta T9E 7A9 www.leducdentists.ca
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