DENTISTRY o~ WELLINGTON"

Dr. Manish Thapar Dr. Albert Tan Dr. Nancy Kang Dr. Heliya Ziai Dr. David Leung

Dear Dr:

Phone #:

Fax #:

Email:

Patient’'s Name:

Please release the following and send to the address below:

e Any full mouth series
e Bitewing x-rays and PAs taken within the last 2 years
e Any available panoramic x-rays

Please provide the following information:

e Initial exam (01103, 01102, 01101)
o Date of last full mouth series

e Date of last Recall Exam

e Last scaling/polishing

Patient Signature:

Date:

DW.

58 Wellington StE Toronto M5E 1C7

p: 416.865.9494 f: 416.865.0634 info@dentistryonwellington.com




	Dear Dr: 
	Phone: 
	Fax: 
	Patients Name: 
	Date: 
	Signature12_es_:signer:signature: 
	EMail1_es_:signer:email: 


