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Note:  CBCT scans eligible for a Medicare rebate require a referral from a Specialist Dentist or Medical GP.

Patient Information Please be aware that Medicare or Health Fund may only cover part of the cost.

First Name: | | Surname: | | DOB

Address | | Suburb | | Gender FO MmO

A t?

State |:| Postcode I:I Contact # | | reyoupregnant YN
Office use only

E-mail | |

Next appointment with practitioner (or date by which films are required) Entered by: on:  / /

Health Fund: Ofeusan

You acknowledge your consent for this procedure by supplying your Health Fund card details. Ve‘{; ?e dg. ™ on [/

Verbal consent given by the patient, eriied and Posted oy: o/ /

Views Required: (ltem codes relate to Health Fund Holders only)
O Maxillary Cross Section - Extraoral radiograph - 031 O Mandibular Cross Section - Extraoral radiograph - 031
O Panoramic Radiograph 037 OAirways - Base of Tongue O Sinus O Palatopharyngeal Study (Adenoids)

O TMJ 035 [ Clenched o3s [ Open o3s 1 Protusion o3s ] AtRest 035

O Lat. Ceph 036 O AP Ceph 036 OPA Cepho3s O Occlusal View - SMV radiograph of the skull 033

O Other:

Area of Interest
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| confirm that the patient has been assessed as suitable to undergo the prescribed scan.
This form confirms that patient agrees to Canada Bay Medical Imaging Pty Ltdproviding diagnostic images.
This referral is valid for 3 months: Your doctor has recommended that you use Canada Bay Medical Imaging Pty Ltd.
You may choose another provider but please discuss this with your doctor first.
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Dentist weblink: www.cblink.com.au

. . il: comc@canadabaycentre.com.au
Medical Imaging Pty Ltd CBCT RADlOLOGY REQUEST emal

Phone: 1300 761 696

f (Medicare Only - Specialist Dentist) Fax:02 9713 2844

Note: CBCT scans eligible for a Medicare rebate require a referral from a Specialist Dentist or Medical GP.

Patient Information Please be aware that Medicare or Health Fund may only cover part of the cost,
First Name: | | Surname: | | DOB | /7 |
Address | | suburb | | Gender F O MO
State |:| Postcode |:| Contact # | | Areyoupregnant? YO N O
E-Mail | | Office use only ID:
Next appointment with practitioner /] (or date by wich films are required) | gntered by: on: /o
Medicare # | | | | | | | | | | | Position |:| Card Expiry
You acknowledge your consent for this procedure by supplying your Medicare or Health Fund card details. g;";j:;:;g;{ on ;o

Verified and Posted by: on / /

Verbal consent given by the patient,

Referring Doctor to Complete

Doctors Name Speciality
Practice Provider No.
Address Telephone No.
City/Suburb Fax No.

Postcode Email

Note that Medicare legislation only permits imaging and reporting of areas directly indicated

Clinical Indication: Please Specify
@ Implants .Impactions @ Endo @ Perio () Orthodontic

Guide B Cephalometric Tracing os1 (at additional cost to patient)
Included W Yes Please specify type:

B Teeth slightly separated
m No (Bitingoncottonrollsor gauze) B

Bl CBCT Computed Tomography 57362 (Medicare Only)
(Specialist Referrer Only)

l 2D OPG only 57963 Hl 2DLat Cephonly 57902 I 2D AP Cephs7s02 Il 2D PA Ceph 57902
availiable at Sydney City only availiable at Sydney City only availiable at Sydney City only availiable at Sydney City only

Views Required: Please select on the back of this referral

Area of Interest
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| confirm that the patient has been assessed as suitable to undergo the prescribed scan.
This form confirms that patient agrees to Canada Bay Medical Imaging Pty Ltd providing diagnostic images.

This referral is valid for 3 months: Your doctor has recommended that you use Canada Bay Medical Imaging Pty Ltd.
You may choose another provider but please discuss this with your doctor first.
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