% ORAL & MAXILLOFACIAL RADIOLOGY

3 UNIVERSITY OF

¥ TORONTO IMAGING AND INTERPRETATION REQUEST FORM

Radiology Clinic, 2" Floor, 101 Elm Street Tel: 416.864.8344
PATIENT NAME: ,

LAST NAME FIRST NAME
Sex: ( )M (F (®@0ther PHONE NUMBER: DATE OF BIRTH: / /
DAY MONTH YEAR

ADDRESS: CITY/PROVINCE:

RADIOLOGIC IMAGES

ACQUIRE THE FOLLOWING IMAGES FOR ME | WILL PROVIDE THE IMAGES FOR INTERPRETATION
[JcONE BEAM CT [PANORAMIC OR [] SEND IMAGES (WITH ACQUISITON DATE) WITH REFERRAL FORM
[JLATERAL CEPH [JoTHER

Only 2D imaging is accepted at this time.
Patient will be invoiced based on images acquired. ] pps will be invoiced $85 CAD for Report (subject to change).

REASON FOR REFERRAL

INDICATE THE REGIONS OF INTEREST: [J PATHOLOGICINVESTIGATIONS

[]Intra-osseous [[JTemporomandibular Joints
IO | O T
8 765 4321 123456738
87654321‘12345678 D:EMPLANTS
HEEEEEEN RN EEEEEEn [] ENDODONTICS
[] LOCALIZATION OF IMPACTED TEETH
PROVIDE RELEVANT CLINICAL INFORMATION:
DDS INFORMATION
REFERRING DDS: SIGNATURE:
PRACTICE NAME: PRACTICE PHONE:

PRACTICE ADDRESS:

PRACTICE EMAIL:

PLEASE UPLOAD THIS REFERRAL FORM AND RELEVANT RADIOLOGIC IMAGES
USING THE SECURE DENTDOX FILE TRANSFER SYSTEM AT:
https://dentdox.dentistry.utoronto.ca/filedrop/xrays v24.7



https://dentdox.dentistry.utoronto.ca/filedrop/xrays
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