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Patient Name

Address

Examinations

[ ] ora | ] EndoSurvey
| ] Lat Geph | | Unerupted Teeth
D PA Ceph D .D.N Survey
| ] Bonenge [ | implant Survey

D TMJ view 2D D OPG (Reformatted from CBCT scan)

Clinical Notes

D T.M.J Survey

D Pathology

Delivery instructions

D Post / Deliver D Give to patient

CONE BEAM CT (i-CAT)

D Maxillary Sinus

D Electronic copies only ( Inteleviewer )

D Forward CBCT scans electronically to:

D DICOM files D Send referral pads

Referrers’s details

Date
Provider no. )
Name :
Teeth
18 17 16 15 14 13 12 11 ‘ 21 22 23 24 25 26 27 28 Signature :

48 47 46 45 44 43 42 A ‘ 31 32 33 34 35 36 37 38

Important!

Please present to the clinic with a signed and dated hard copy
of this request form to be seen on the day.
Appointments are required for all Cone Beam CT.

Your dentist/doctor has recommended that you use Melooume Dental X-Ray,.
You may choose another provider but please discuss this with your referrer first to

ensure the best outcome for you
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