
Patient’s Name:

Referral for Complete Treatment

Radiographs included

Remarks

Referring Dental Office:

Address:

Telephone:

 
  

Vaughan, ON  L4K 5Y6

T: 905-760-9800  Fax 905-760-9801
www.vmsdentistry.com

Dental Anesthesia Specialists (ON)Y

Mailed E-mailed Sent with patient 

Vaughan Mills
SLEEP DENTISTRY
for children & adults

Dr. Bryan Waxman & Associates 

3175 Rutherford Road., Unit 29

info@vmsdentistry.com

Email:

Referring Doctor:

Parent/Guardian(if child):
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