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Stellar Smiles

PROSTHODONTICS

REFERRAL FORM

#115-1890 Cooper Road
Kelowna, BC, V1Y 8B7
P: 250-868-2221

E: info@okprostho.ca
www.okprostho.ca

*Form can be filled online

Dr. Sida Zeng, DDS, FRCD(C)

Certified Specialist in Prosthodontics

We are referring:

Date of Birth :

Address :

DD/MM/YY

City : Postal Code :

Best telephone # :

Email :

Insurance Information

Primary Carrier :

Secondary Carrier :

Policy #: Policy # :
ID #: ID #:
Group #: Group #:
Policy Holder Name : Policy Holder Name :
DOB : DOB:
Radiographs
[ Emailed [ Enclosed or with patient [ Please take new radiographs

Reason for Referral

Special Considerations

[ Please contact patient

Referred by Dr.

[ Patient will call 1 Appt made:

Office Info :




