
DR. RAYmond LEE

382-888-5523referrals@londonlittlebitesdentistry.ca

440 Boler Rd., Suite 201
London, ON  N6K4L2

Patient’s Legal Name: _______________________________  DOB: ___/___/___  Gender: M F O
Address, City, Postal Code: __________________________________________________________
____________________________________________________________________________________
Contact Person & Relationship: ______________________________________________________
Phone #: _____________________    E-mail: _____________________________________________
Reason for Consult: _________________________________________________________________
____________________________________________________________________________________
X-Rays:  □ No   □ Yes & Type: _____________________________      E-mailed? □ Yes  □ No
Medical Concerns: __________________________________________________________________
____________________________________________________________________________________
Insurance: □ None□ Private  □ Government & Type: ___________________________________
Additional Information: _____________________________________________________________
____________________________________________________________________________________
DDS/MD’s signature: _______________________________________________________________

**All fields MUST be completed and MUST BE SIGNED by the referring DDS/MD**

Thank you.

* * * * * * * *

londonlittlebitesdentistry.ca

FAX 382-888-5599

REFERRING DDS/MD : _________________________________  DATE: ______________

ADDRESS: ___________________________________________________________________

PHONE#: ____________________________   FAX#: ________________________________

EMAIL: _______________________________   CONTACT PERSON: _________________


