0O  SLEEP DENTISTRY
Dr Andrew Tortorella DDS
4444 B Drummond Road, Niagara Falls, ON L2E 6C6
Ph: 905-356-7822 ¢ Fax:905-356-9624
dentalstaff2014@hotmail.com

SEDATION REFERRAL

Date:

Referring Office/Doctor:

Referring Office Phone: Fax:

Email:

Patient Name:
Date of Birth: D M D F

Parent/Guardian Name:

Phone Number(s):

Reason for Referral:

Radiographs to follow: I:l Yes D No
If taken digitally, please send a copy to: dentalstaff2014@hotmail.com
Significoni Medical History: D Yes (please provide details below) D No

Insurance: DYes I:’No Type:

Group #: Policy Holder/D.O.B.:

I.D. #: Employer:




