ORAL AND MAXILLOFACIAL SURGEONS

               ANDY WONG, D.D.S., F.R.C.D.(C)

                 RON HO, D.D.S., F.R.C.D.(C)
PLEASE PRINT CLEARLY
NAME:  _____________________________   _______________________________________

                                    FIRST                                                              LAST
ADDRESS:  ________________________________________APT.#_______ UNIT#________

CITY: _______________________________​​​​​_______ POSTAL CODE: __________________
HOME PHONE: (      )__________________ BUSINESS: (     )__________________ext._____

MOBILE: (      )_______________ E-MAIL ADDRESS:_________________________________
DATE OF BIRTH: ______/______/________  Gender(specify) __________________________
                                Day    Month     Year

HEALTH CARD#:________________________________      VERSION CODE:_____________

NEXT OF KIN/CLOSEST RELATIVE:______________________________________________

RELATIONSHIP:________________________HOME TEL #_________________
WORK TEL # __________________________MOBILE TEL # ___________________

REFERRAL INFORMATION

REFERRED BY: (CIRCLE ONE) DENTIST/ DOCTOR/ SPECIALIST/ OTHER

NAME:  _____________________________________        PHONE:_____________________
REGULAR DENTIST: __________________________        PHONE:_____________________

FAMILY DOCTOR:_____________________________       PHONE:_____________________

INSURANCE INFORMATION

DENTAL INSURANCE:  YES___________   NO__________ DUAL_____________

ARE YOU COVERED BY: AN ONTARIO GOVERNMENT PROGRAM?   YES ____ NO____
PLEASE TURN PAGE OVER AND COMPLETE FINANCIAL POLICY
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