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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: 	_____________________________________________

NewTom Volume Scan	
	 TMJ	 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:
	 ___ 3 view Pano	 ___ Endodontic
	 ___ TMJ	 ___ Orthodontic
	 ___ Implant	 ___ Surgical
	 ___ Extraction	 ___ NT Volume Scan
	 ___ Diagnosis Code:	 ___ Other
		  ________________________

		  R 1 2  3  4  5  6  7  8 	 9  10  11  12  13  14  15  16  L
		  32 31  30  29  28  27  26  25 	 24  23  22  21  20  19  18  17 
	 Special Instruction
	 ___________________________________________________________________________________
	 ___________________________________________________________________________________
	 ___________________________________________________________________________________

	 Referred By:	 _____________________________________ 	 Phone:_________________________

	 Signature:	 _____________________________________ 	 Fax:___________________________

* 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
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