TRURO ORAL SURGERY Y Phone: 0028433570
FACIAL RECONSTRUCTIVE SURGERY '

Email: TruroOralSurgery@gmail.com

REFERRAL TO: Dr. Louis Bourget

Date:

From:

We are referring:

Patient’s Name:

Address:

Birthdate: Health Card:
(M/D/Y)

Parent/Guardian:

Telephone: Alt. Telephone:

REASON FOR REFERRAL:
o Consultation o Treatment

Relevant History:

(Indicate any special factors — either dental or medical — such as known allergies and specific medical problems
relevant to diagnosis and treatment.)

o Please call patient o Radiographs enclosed
o Please report o Written o Telephone

Signed: Date:




