
REASON(S) FOR CONE BEAM CT REFERRAL: 

Pre-surgical planning: 

 Implant planning  Open  Closed

 Sinus assessment  Inferior alveolar nerve 

tracing/assessment  Mental nerve tracing/

assessment  Third molar assessment

 Anatomy or tooth morphology assessment

 Periodontal surgery  Endodontic surgery 

Other assessments: 

 Oral pathology assessment  Airway/sinus 

assessment  Sleep apnea study  TMJ assess-

ment:  Open  Closed Both with 

bite registration with splint  

 

Patient Information 
 

Patient Name:_____________________________________            DOB:_________/___________/__________ 

 

Address: ___________________________________________________________________________________ 

 

City:_____________________________ State:_________________________ Zip:________________________  

 

Home:____________________________ Cell:_________________________ Email:______________________  

 

Special Instructions:_____________________________________________________________________________ 

 

18 East 48th Street, Suite 1602 

New York, NY 10017 

Tel-212-888-2963 Fax-212-223-3802 

Service@thedentalscancenter.com 

with Stent 
Other 

By signing below I request  The Dental Scan Center and it’s associates to acquire the images I have requested. I 

have obtained authorization from the patient for these procedures. I understand that all images I receive are  

DICOM Images only with no Interpretation of the data.  

Referring Dr. (Print Name)______________________ 

 

Phone Number________________________________ 

 

Dr. Signature_________________________________ 

 

Address_____________________________________ 

Dr’s Email_____________________________________ 

 

Dr’s Fax_______________________________________ 

 

Date__________________________________________ 

 

Patient Signature________________________________ 

 Mail CD to Office                          Give CD to Patient  


