
Date: _______________________

Patient’s Name: ____________________________________________

Birthdate: ____________________________ 	           £M          £ F

Home # ____________________ Bus/Cell# _____________________

Reason for Referral      £ Consultation Only      £ Consultation & Management

£Oral Mucosal Disorder
£ Temporomandibular joint disorder
£Orofacial pain
£Other (Please Specify)

History

Please email or fax this referral form to our clinic.
Ask patient to call the clinic to arrange an appointment time.

Referred by Dr. __________________________________________________

Tel. ___________________________ Fax ____________________________

Email__________________________________________________________

Dr. Maryam Taleghani 
DMD, FRCDC, Dip ABOM

Certified Specialist in Oral Medicine

#500-145 West 17th Street North Vancouver, BC V7M 3G4
TEL 604-984-1244    FAX 604-909-2814 

info@nsom.ca
www . northshoreoralmedicine.ca

NORTH SHORE
ORAL MEDICINE


