
CBCT Scan Request
 

Patient Name: _____________________________________Contact #: ___________________________
 

Appointment Date: ____________________________________Time: ____________________________
 

Referring Doctor: _________________________________Contact #: _____________________________
 

Please perform a CBCT scan of tooth/teeth or area: _________________________________________
 

_______________________________________________________________________________________

Additional Comments: ___________________________________________________________________
 

Please send CBCT scan with the patient                  Please mail our office the CBCT scan


