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REFERRAL 

Date of Referral:   Referring Doctor: 

 

    

Patient Name:   DOB (dd/mm/yyyy):  

     

Phone: Home:  Work:  Cell:  

     

Address:  

     

Email:  

 

Primary Insurance:  Secondary Insurance:  

    

Parent’s Name (for patients under 18):  

 

Reason for Referral: 
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Radiographs:    Emailed Date Taken:    To Be Taken 

 
 
 

    
     

Additional Comments: 
 

 

 

 

 

 
 

A referral has been sent on your behalf.  
Please contact Dr. Wilson’s office if you have not received a call within two weeks from the referral date. 

 
Appointment must be confirmed 2 business days prior to appointment. We reserve the right to cancel appointments that are not confirmed. 

Payment is due on the date of service. Personal cheques are not accepted. 


