[image: image1.jpg]



ADVANCED DENTAL IMAGING

Dartmouth Commons

765 South Main Street Unit, 303

Manchester, New Hampshire   03102                          Date: _____________

www.ADI-NH.com
Fax Referral: (603) 625-0997

To schedule an appointment by phone:

Telephone: (603) 625-0910

Appointment Date __________________                                  Time:__________________
Patient Name:__________________________________________________________
DOB:_______________  Phone:_________________________________​​​​​​​​​​​​__________
Exam Requested (please circle)    Mandible             Maxilla                 Both

Implants _________  Site(s)_______        Stent:  ______ yes        _______no

Endodontics  ________   Orthodontic__________  Dental Impactions______

TMJ _______ Other_________

Special Instructions:
 _______i-Cat Vision CD      ______Simplant Planner®/Facilitate™ CD ______DICOM CD
_____ nobel Biocare™ cd   (must have Radiographic Guide and Radiographic Index)
______ easy-Guide-Keystone dental (must Have Radiographic Guide with X-Marker)
______ Co-Diagnostics (Must Have Radiographic Guide)

______InVivoDental/Anatomage

referring doctor:_____________________________________________________

doctor Signature:_____________________________________________________

Office Phone Number:_________________________________
