
Home   

Comments:

Patient Information:

Name:

Address:

City:                                    Postal Code:

Home Phone:   Cell / Work Phone:

E-Mail:

Contact Person (if applicable):

Today’s Date:

Birth Date:

                        Patient’s Gender:     M     F

Dental Insurance Information:

Carrier Name:

Certificate/ID number:

Policy Holder:

Employer:

Group #:

DOB:

Extractions (please also confirm on the diagram above)

Dental Implants
Pathology 

Bone Grafting
Jaw Trauma

Pre-Prosthetic Surgery
CT Imaging (specify in comments section)

Reason for Referral:

Referred by Dr.     Tel:

Practice Name:    E-Mail:

Referring Office Information:
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Dr. Daryn Bikey, DMD, MSc, FRCD (C)
CERTIFIED SPECIALIST IN ORAL & MAXILLOFACIAL SURGERY

4396 West Saanich Road, Unit 260  •  Victoria, BC  V8Z 3E9
Phone: 250-900-9232  •  Fax: 250-860-9331
referrals@pacificos.ca  •  www.pacificos.ca

Teeth #s:

X-rays enclosed: Date taken                                     No X-rays available
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