
Patient Information:
Name: ____________________________________________________
DOB                     : _________________ Sex:      M       F       NB
Email: ___________________________ Phone: ___________________

Referring Doctor/Clinic: _____________________________________

Date:_______________

Specific Concerns or Requests (if any):
__________________________________________________________
__________________________________________________________
__________________________________________________________
__________________________________________________________

Radiographs Enclosed:     Y      N

contact@lumixortho.com | 902 237 4444 |1081 Cole Harbour Road, Dartmouth | lumixortho.com

Dr. Hussein Haji
DDS, MSc (Orthodontics)
FRCD(C), Dip(ABO)

Dr. Nafisa Molla
DDS, MSc (Orthodontics) 
FRCD(C), Dip(ABO)

Please email this form to contact@lumixortho.com 
Thank you for your referral!

(MM/DD/YYYY)


