
Dr. Sol B. Laski	
D.D.S., Dip. Ortho	
Orthodontist	

Dr. Brian N. Laski
D.D.S., M.Sc., FRCD(C)
Orthodontist

Patient Referral

Patient’s Name: _____________________________

Date of Birth: _______________________________

Appointment Date: __________________________

Referring Doctor: __________________________

Assessment

 General: ____________________________________

 Specific: ____________________________________

 Excessive Overbite	  Missing Teeth

 Excessive Overjet	  Abnormal Eruption

 Open Bite	  Habit

 Crossbite	  TMJ Symptoms

 Crowding	  Second Opinion

 Spacing	  Pre-Prosthetic 
		  Requirements

Comments: ___________________________________

_______________________________________________

5762 Highway #7, Suite 215
Markham, Ontario L3P 1A8
Telephone 905-294-0995
www.laskiorthodontics.com
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Highway #404 / Don Valley Parkway

Highway #48 / Markham Rd.
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