ARI PROSTHODONTICS

REFERRAL FORM

Date:

Referring Dr:
Office Email:
Office Phone:
Office Address:

To: Dr. Nilgun Ari DDS, MSc, FRCD(C) Dip. in Prosthodontics
Diplomate of American Board of Dental Sleep Medicine.

215 Fanshawe Park Rd. West

London ON N6G 5A9

Tel:226-663-8748

Fax: 519-601-8745

We are referring:_Patient Name: Parent/Guardian:
Patient Last Name: Tel (home):

E-mail: Tel (cell):

Date of Birth: (M/DIY)

Address:

Is this patient under your continued general care? No |:| Yes |:|

Reason For Referral:
Consultation Re:

|:| Implant Site Evaluation: Please indicate the area, if implant placed please include size, type and
date of surgery :

|:| Sleep Apnea Evaluation (Has previous sleep study been completed if so when DD-MM-YY)




D TMD/ TMJ ( Is patient in any active treatment, does patient have night guard appliance?)

|:| Crown / Bridge (Please indicate area of crown/ bridge), Initial playment Y N (If not initial
placement please include date of original treatment DD-MM-YY)

Denture( Please note below if this is initial denture or replacement, Please include date of
extractions if applicable)

D Other Treatment requested:

(Please provide specialist with appropriate detail of the problem; i.e urgency, areas of concerns,
using F.D.lI tooth numbering system)

Relevant History:

Medical History ( Please list any and all medications patient is taking or if patient requires premedication
prior to dental care)

How fearful is patient of dental visits on a scale of 1 — 10
1 2 3 4 5 6 7 8 9 10

Has the patient previously had any type of sedation for dental treatment? ( Please list type below)

Please email all x-rays and relevant documents to info@aridentistry.ca

We thank you for your kind referral!


mailto:info@aridentistry.ca

