h O Dr. Young Tze Kuah inc.
Onarc Certified Specialist in Pediatric Dentistry
Orthodontic Centre Certified Specialist in Orthodontics

O Dr. Farah Mawani inc.
\\ Certified Specialist in Orthodontics
' [ Dr. Frederick Cheung inc.
Certified Specialist in Orthodontics

O Burnaby: 501-4980 Kingsway Ave., Burnaby, BC V5H 4K7 Tel: 604-434-9060
O Port Moody: 501-205 Newport Dr., Port Moody, BC V3H 5C9 Tel: 604-461-9160
O Surrey: 401-15127 100 Ave., Surrey, BC V3R ON9 Tel: 604-589-9160
O Vancouver: 610 East Tower- 555 W. 12th Ave., Vancouver, BC V5Z 3X7 Tel: 604-876-9060

REQUEST FOR CONSULTATION

Date of Referral
Patient’s Name D.OB.
Patient’s Tel Cell

Referred by Dr. Tel

[ Panorex enclosed Date taken O No x-rays available

Comments:

~fMonarch Burnaby: 501-4980 Kingsway Ave. Tel: 604-434-9060
Orthodontic Centre Port Moody: 501-205 Newport Dr. Tel: 604-461-9160
Surrey: 401-15127 100 Ave., Tel: 604-589-9160
‘\ Vancouver: 610 East Tower- 555 W. 12th Ave. Tel: 604-876-9060

There is a charge for this initial consultation []$40.00 Child ] $60.00 Adult
During the consultation, we will describe your orthodontic problem and its severity,
estimate treatment time and orthodontic fees. If you are unable to keep the appointment,
Please call us within 24 hours notice. We look forward to seeing you!
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Appointment Date: Time:
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