ENDOCLINIC

practice limited to endodontics

IMAGING REFERRAL

Referring Practitioner

Type of imaging required including region of interest

DOPG 87654321‘12345678
(] small Volume cBCT 87654321 | 12345678
I:l Large Volume CBCT I:l Maxilla (upper jaw)

I:I Mandible (lower jaw)
I:l Both Jaws (Maxilla and Mandible)

Purpose of examination mandatory)

Radiologist Report

I:l Yes please provide a radiologist report on the patients’s radiographic examination
I:l No | will make my own arrangements for reporting on the image/s

Payment to be be paid by the patient on the day of imaging.

SIGNEA: i DAtE! i
Vida Adib 8Dsc Msc MClinDent (Endo.) MFDS RCS MRD RCS Maria Lessani 8Ds MFDS RCPS MClinDent (Endo.) MRD RCS
Jesus Molina 8ps, IaE, MFDS RCSEdin, MSc Cristina Pereira BDs, IQE (UK), MSc (Endo)

140 Westpole Avenue, Cockfosters, Barnet EN4 0AR

Tel: 020 8440 5819 Fax: 020 8449 1175 Email: cockfosters@endoclinics.co.uk www.endoclinics.co.uk



