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PATIENT REFERRING DENTIST

Name Name
Date of Birth

Phone numbr
Phone numbr Address
Email address
Clinical Information
Indicate the area of interest
Right side bft side
R 2 1202 23 222 K7 | 28
W8 2 4382 33 383B7 | 38

REASON FOR IMAGING
Please check all that apply

3D Imaging (CBCT)

O

Evaluation of implant site
O Impacted tooth

OO TMJ problem

I Periapical pathology

O Root fracture

O Pathology

0 Consultation for a radiographic lesion
O Other: please specify
a

Onearch$310 [ITwo arches $385  [lLarge Field $485 (i.e. orthodontics, TMJ cases...)

2D Imaging: O Panoramic - $109 [ Cephalometric - $109 O Other (please specify)

Format for the report

Electronic package - This includes InVivo 6 software to view the study, the DICOM folder and a
radiologic report
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