Institute of \Volumetric Imagin
3 Dimensional View of Head, Neck & Oral Cavity
316 Groveland St. » Orlando, FI 32804 « O: 407.898.3019 « F: 866.611.4216

Referral Slip

Patient Name: Birthdate: / /
Last First
Telephone: Male / Female
Home Work (circle one)
Address:
Email: SSN:
Todays Date: Consultation Date:

Institute of Volumetric Imaging Appointment:

* Patient Information: (Please Read Carefully) *

24 hr. cancellation notice is required. Fees are payable at the time of appointment. Visa, M/C, Debit and Cash are
accepted. Picture ID is required for payment by personal check. By Law, this referral slip with a Doctors signature
is necessary for your appointment to proceed. For information about the services provided by
Institute of Volumetric Imaging. Please visit our website at www.iviscans.com

NewTom Volume Scan

T™J Implant Maxilla Implant Mandible Sinus
Specify Site: Specify Site: Specify Sinus:

Pathological Investigation (specify concern):

Impacted Tooth (specify tooth number):
Other (specify area):
Relevant notes related to this patient (This is extremely important that this information be provided):

Indicate area of concern;

____3view Pano ____Endodontic
_TMJ ____ Orthodontic
____Implant ____Surgical
___ Extraction ____NT Volume Scan
___ Diagnosis Code: ____ Other
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Special Instruction

Referred By: Phone:

Signature: Fax:




