
Patient Referral Form
Date ___________________

PATIENT’S INFORMATION

First Name _________________________________________   Last Name _____________________________________________

Address ____________________________________________________________________________________________________

Date of Birth (mm/dd/yyyy) ______________________________    Email _____________________________________________

Phone (H) ___________________ (W) ___________________ (C) ___________________

REFERRING DENTIST INFORMATION

Dentist Name _________________________________________   Office Name _______________________________________

Office Phone _______________________________________    Email ________________________________________________

INSURANCE INFORMATION

Primary Policy_________________________________ Secondary Policy _________________________________

Policy Holder Name ___________________________ Policy Holder Name ______________________________

Date Of Birth _________________________________ Date Of Birth ____________________________________

Subscriber Id _________________________________ Subscriber Id ____________________________________

Policy ________________________________________ Policy ___________________________________________

REASON FOR REFERRAL

Periodontal Disease ________________________________________________________________________________________

Gingival Grafting  __________________________________________________________________________________________

Dental Implants  ___________________________________________________________________________________________

Peri-implantitis  ____________________________________________________________________________________________

Email: referrals@bedfordperiodontics.ca | Phone: 902.835.9823 | Fax: 902.835.9989 | 1595 Bedford Hwy, Suite 504, Bedford, NS, B4A 3Y4



Crown lengthening ________________________________________________________________________________________

Frenectomy ______________________________________________________________________________________________

Cuspid exposure __________________________________________________________________________________________

Other notes/information:  __________________________________________________________________________________

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

Radiographs (please submit all imaging taken in the last 12 months)

Email radiographs to referrals@bedfordperiodontics.ca with the patient’s name in the subject line. 

Email: referrals@bedfordperiodontics.ca | Phone: 902.835.9823 | Fax: 902.835.9989 | 1595 Bedford Hwy, Suite 504, Bedford, NS, B4A 3Y4

SUBMIT
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