
Date: ________________________________ 

Referring Dentist: _____________________   Office Phone: ________________________ 

Email: ______________________________________________________________________ 

Patient Name: ________________________   Patient Phone: ________________________ 

Tooth #  

          Suite 401, 2330 Kennedy Rd.  
          Scarborough, ON, M1T 0A2        
          Phone: 416-332-0490  
          Email: kennedyendoart@gmail.com 

Dr. Raymond Ng
LLB, LLM, DDS, MMSc, Cert Endo, FRCD(C)

Dr. Vivian Jiang Mehdiyeva
BSc, DDS, MSc, Cert Endo, FRCD(C)
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Radiograph 
☐ Attached 
☐ Please take  

Referral Request  
☐ Consult and treat as necessary  
☐ Consult only  
☐ Call prior to/after consult  

Restoration Request 
☐ Leave post space 
☐ Temporary  
☐ Permanent 

Special Instructions/Remarks: 

_____________________________________

_____________________________________

_____________________________________

_____________________________________

_____________________________________

_____________________________________
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