
Refer a Patient to Dr. Claire Tjan at kworthodontics 
Please email to info@kwortho.ca or fax to 519-570-1427 

*Required Fields 
*Referring Dentist's First and Last Name: Dr.__________________________________________ 

Dental Group's Name: _____________________________________________________________ 

*Patient's First and Last Name: ______________________________________________________ 

Responsible Party (required if patient is under 18 years): ________________________________ 

Patient's Gender: [  ] Male [  ] Female [  ] Other       *DOB (mm/dd/yy): ____/____/____ 

Patient's Email: ___________________________________________________ 

*Patient's Phone 1: ___________________    Patient's Phone 2: ___________________ 
[  ] Cell  [  ] Home   [  ] Work  [  ] Cell  [  ] Home [  ] Work 

Patient's Address: __________________________________________________________________ 

City: ________________________________                Prov: ______    Postal Code: ____________ 

*Purpose For Referral: 
[  ] Comprehensive Orthodontics    [  ] Early assessment   
[  ] Special Concerns/Pre-prosthetics/Retention  [  ] TMJ Dysfunction 

Panoramic Radiograph 
[  ] Will email  [  ] Will mail  [  ] Will give to patient [  ] Not available 

*Dentist Preferred Contact Method 

[  ] Email ________________________  [  ] Phone ________________________  

*How would you like to receive reports from our office? 

[  ] Email ________________________  [  ] Fax _________________  [  ] Regular Mail 

Special Requests:   ________________________________________________________________  

By submitting this form, I consent to the use of the provided contact information for the   

purpose of communication regarding patient treatment (not for any promotional purposes). 

851 Fischer-Hallman Road (at University), Suite 204, Kitchener, ON, N2M5N8     519-570-0529

mailto:info@kwortho.ca?subject=

