CBCT REFERRAL FORM
10-201 Pioneer Drive
Kitchener, ON N2P 2A4
(519)748-4532
admin@tallpinesdental.com
www.tallpinesdental.com

REFERRING CLINICIAN
NAME:

TALL PINES DENTAL

PHONE:

EMAIL:

ADDITIONAL RESULTS SENT TO:

PATIENT NAME:

PHONE:

EMAIL:

DATE of BIRTH: (M/D/YY)

PRICING
SM 5x5 $325

1 ARCH 8x5 $375 UPPER ___ LOWER ___

2 ARCH 8x8 $425

REPORT URGENCY: (PLEASE CHECK ONE)

24 hrs +$125

1-2 days +$100

3-6 days +$75

7-12 days +550

12-17 days +525

6 weeks No extra fee

REGION OF INTEREST: (circle tooth area)

RELEVANT CLINICAL DETAILS & HISTORY (REQUIRED)

Upper Right Upper Left
18 17 16 15 14 13 12 11|21 22 23 24 25 26 27 28
48 47 46 45 44 43 42 41|31 32 33 34 35 36 37 38
Lower Right Lower Left
Upper Right Upper Left
55 54 53 52 51|61 62 63 64 65
85 84 83 82 81[71 72 73 74 75
Lower Right Lower Left

INDICATIONS OF SCAN (PLEASE CHECK ONE):

IMPLANT WISDOM TEETH SALIVARY GLAND

DISEASE/SYNDROME/TUMOUR/TMIJ
FACIAL/MUSCLE PAIN/PARALYSIS/ABNORMAL SENSATION

PAINFUL/CRACKED/TROUBLESOME TEETH (ENDO) OTHER

REFERRAL DETAILS:



mailto:admin@tallpinesdental.com
http://www.tallpinesdental.com/

