
 
 

Fax Referral 
N o  C o v e r  S h e e t  R e q u i r e d  

 

From:                  Date:  

To: Dr. Marvin Budd  Fax No: (416) 431 – 2745 

     
 

P a t i e n t  I n f o r m a t i o n  

Patient:  

Address:  

Home Tel:          Bus Tel:  

  

D e n t a l  H i s t o r y  

Requires Premedication:  �YES    �NO   Allergic to Penicillin:  �YES    �NO 

� New Patient                               � Active Patient                             � Recare every _______ months 

� Recent Scaling               Date:  

 

 
R e a s o n  F o r  R e f e r r a l  

� Complete Periodontal Evaluation  � Implant # 

� Crown Lengthening #  � Gingival Recession # 

� Other #  

 

R a d i o g r a p h s  

# of Periapicals:   Date:   DDS Sending? �YES     �NO 

# of Bitewings:   Date:   Given to Patient?  �YES     �NO 

 

Additional Comments that would help us in providing treatment to your patient 

 

 

 

 

 
This message is intended for the use of the person whom it is addressed and may contain information that is private and confidential. If 
you are not the intended recipient, do not copy, distribute, or use the information contained.  If you have received this fax in error, please 
notify the sender immediately by telephone. Thank you. 


