
Driftwood Dental
#10-2401 Cliffe Avenue, Courtenay, B.C. V9N 2L5 
Telephone 250-338-5381 Fax 250-338-2587 
Web: driftwooddental.com 
Email: driftwoodreception1@shaw.ca  

DENTURIST REFERRAL FORM 
Allan Boos, RD

Referral from Dr. ___________________ Date: ____________ 
Introducing: 
Patient Name: _____________________________  Age: __________ 
Address: _______________________________Birthdate: _________ 
City: ___________________________  Postal Code: ______________ 
Tel: _______________ Bus: ________________ Cel: ______________ 
Dental Insurance?   Yes   No 
Ins. Co: __________________________ Group No: _______________ 
Coverage %: ___________ SIN or Cert #: ________________________ 
Policy Holder: _____________________ Employer: _______________ 
Secondary Coverage: _______________________________________ 
REASON FOR REFERRAL: 
_________________________________________________________ 
_________________________________________________________ 
_________________________________________________________ 
_________________________________________________________ 
_________________________________________________________ 
_________________________________________________________ 
_________________________________________________________ 
_________________________________________________________ 

Michelle Nelson, DD
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