Dr. Anthony Rea Inc. 
Specialist in Oral & Maxillofacial Surgery
290-1641 Hillside Ave. Victoria BC V8T 5G1; Ph: (250) 370-7066 Fax: (250) 370-1983; referrals@westcoastos.com 

Patient Legal Name:
Preferred Name: ___________________ 

DOB: ______________________ Male/Female/Other: ______Parent/Guardian: ________________________________
Address: __________________________________ City: ____________________ Postal Code: ___________________
Cell:
 Home:
 Email: ___________________________
Primary Insurance Company: _________________________ Group: ______________ ID: _______________________

Policy Holder’s Name: _______________________________ Policy Holder DOB: ______________________________
**Secondary Plan is Patient Responsibility
□ Panorex emailed.   □ Panorex required   
□ CBCT provided
□ Periapical provided
Date Taken: ______________________

□ CBCT required
□ Extraction

□ Implant                                    
        E   D   C   B   A      A   B   C   D   E

□ Other
                                                                    8   7   6   5   4   3   2   1      1   2   3   4   5   6   7   8

                         _________________________________________________


                                                                    8   7   6   5   4   3   2   1      1   2   3   4   5   6   7   8

                                  E   D   C   B   A      A   B   C   D   E

Reason For Referral (Please Print Clearly): include detailed history & treatment required 
_______________________________________________________________________________________ 

_______________________________________________________________________________________
_______________________________________________________________________________________

​_______________________________________________________________________________________
_______________________________________________________________________________________

Medical History / Medications: ____________________________________________________________
________________________________________________________________________________________________ 

Referred By: 
Ph:
Email: ___________________________
For Office Use Only
	Referral Received: _____________________________  

Imaging Details: _______________________________  


	Office Notes: 


