
 

  

Patient Name: ________________________________ DOB (MM/DD/YYYY): ____________ 

Parent/Guardian (if applicable): __________________________  

Contact Phone: _____________________ Contact Email: ____________________________ 

Reason for Orthodontic Referral:  

Comprehensive Orthodontic Evaluation 

Early Interceptive Orthodontics 

Clear Aligners 

Orthognathic Surgical Evaluation 

Pre-prosthetic Orthodontics 

Notes: _______________________________________________________________________ 

Panoramic x-ray available?        Yes, Emailed to info@caledoniaorthodontics.ca          No 

Referring Dr.: ______________________       Please contact me prior to starting treatment 

Office Phone: _______________________ Office Email: ______________________________ 

 
Please call, email, or visit caledoniaorthodontics.ca  

to schedule your complimentary consultation appointment 
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322 Argyle St. S, Unit 7, Caledonia, ON N3W 1K8
(905) 765-7005

info@caledoniaorthodontics.ca
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