




CBCT Requisition
Date: ____________________

Patient’s name
	
	
	


First					Last

Date of Birth				Contact Phone
	
	
	


DD/MM/YY
Mailing Address
	
	
	


Address Line 1
	
	
	


City					Province
	
	
	


Postal Code				Country


Requesting Doctor’s Name	              Requesting Doctor’s Phone Number
	
	
	


Requesting Doctor’s email
	
	
	



CBCT for:
	Dental Implant
	Pathology
	Impacted Tooth
	TMJ
	Fracture/Trauma
	Endodontics
	Other



Please Indicate Specific Site(s) and/or 
Anatomical Regions(s) of Interest				    Clinical Information/Medical History
	[bookmark: _GoBack]
	
	



Additional information:  __________________________________________________________

Note that we will provide the CD with the DICOM (raw data) and InVivo Viewer (data + viewer)
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LOCATIONS: EDMONTON  |   5520 111 Street, Edmonton, AB  T6H 3E9     



  T:  780-432-1832      E:   info.edmonton@orthoplace.ca 
BARRHEAD   |   5025 51 Street, Barrhead, AB  T7N 1A5    
  T:  780-674-5667      E:   info.barrhead@orthoplace.ca 
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