
FORM FOR REFERRAL TO ORAL SURGEON: Dr. Robert Barron

Name of Patient Date of Birth

Insurance information

Group / Policy NumberInsurance Company Name Certificate ID

Note: that the payment is due at the time of the appointment and, insurance would reimburse you directly.

Patient’s contact details 

Email Address

waggmichelle@gmail.com

Telephone Number

(905) 220-8226

Address

1444 Jefferson Rd.
Burlington, ON, L7P2C6

Referring dentist

Referring Dentist's Name
Kunjan Umesh Thakkar

Telephone Number
(905) 632-9336

Email Address
cbdentistry@cogeco.net

Referring Dentist's Name
Kunjan Umesh Thakkar

Address
760 Brant St. Unit 6
Burlington, ON, L7R 4B7

Procedure/Procedures requested

Extraction IV Sedation Wisdom Teeth Removal Panorex CBCT

Details of procedure requested
Pt needs 8's out. On an antibiotic currently. One is infected. Requested your office. Patient would like deep sedation.

Select the tooth/teeth that need attention on the tooth chart.
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Date Radiographs or Photos Taken




