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SCAN REFERRAL & REQUISITION 
 
Referring DenƟst/Office: ________________________________________   Date: ____________________________ 
Address: _____________________________________________________   Phone: ___________________________ 
Email Address: ________________________________________________ 
 
PaƟent name: _________________________________________________ DOB (DD/MM/YY): __________________ 
Address: _____________________________________________________  Phone: ____________________________ 
 

PLEASE CHECK ALL REGION(S) OF INTEREST 

 
IndicaƟon for scan: 
 - [  ] EndodonƟc Assessment 
 - [  ] Implant Planning    [  ] With measurements            
 - [  ] OrthodonƟc Assessment 
 - [  ] Pathology Assessment 
 - [  ] Sinus EvaluaƟon 
 - [  ] Surgery 
 - [  ] Temporomandibular Joint (TMJ) EvaluaƟon 
  Other: _______________________________ 

Anatomical Area of Interest: 

  - [  ] Maxilla              - [  ] Mandible              - [  ] Full Mouth 
  - [  ] Other: _______________________________ 

Relevant Medical/Dental History: 

  ________________________________________________________________________________________________ 
  ________________________________________________________________________________________________ 

AddiƟonal comments/ Clinical InformaƟon/ Suspected Diagnosis: 

  __________________________________________________________________________________________________ 
  ________________________________________________________________________________________________ 

 
   


