
 

 

 

Date:_____________________________________________________________  

 

Patient Name:______________________________________________________ 

 

Date of Birth:_______________________________________________________ 

 

Address:________________________________Tel:________________________ 

 

Referring Dentist:_________________________Tel:________________________ 

 

Reason for Referral:__________________________________________________ 

 

 

X-RAYS ENCLOSED      YES / NO / EMAILED 

 

Appt. Date:______________________________Time:______________________ 

 

 

840 Esdras Ave, Windsor ON, N8S 2M7 

T: 519-944-7779    1-833-619-7779   •  F: 519-944-7733 

E: durocherdentistry@cogeco.net 

W: www.durocherdentistry.ca 


