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Dr. Chris Hildebrand 
 Dr. med. dent., MSc., Dipl. Perio., FRCD(C) 

Certified Specialists Periodontics &
Dental Implants

Appointment Date: .................................................................................................................  

Appointment Time: .................................................................................................................  

2108 OAK BAY AVENUE, VICTORIA, BC V8R 1E7 
p: 250.598.4811   |   f: 250.598.4813   |   e: obperio@shawbiz.ca   

Dr. Chris Hildebrand 
Dr. med. dent., MSc., Dipl. Perio., FRCD(C) 

Dr. Tarek Ali 
DDS, MSc., Dip, Perio., FRCD(C)

Certified Specialists Periodontics &
 Dental Implants2108 OAK BAY AVENUE, VICTORIA, BC V8R 1E7
p: 250.598.4811   |   f: 250.598.4813 

Appointment Date: .................................................................... Appointment Time:.............................................................. 
Referral Date: .................................................................................................................................................................................................... 
Referring Dentist: ............................................................................................  Dentist’s Phone: ....................................................
Patient Name: ...................................................................................................................................................................................................
Patient’s Phone: [H] ..................................................................  [W] .........................................................................................................
Address: ................................................................................................................................................................................................................

PATIENT INFORMATION •
Insurance Company: ................................................................................... Date of Birth: ........................................................... 
Group #: ...........................................................  Id #: ......................................................................................  %  .................................
Name of Insured: ............................................................................................................................................................................................
Birthdate of Insured: ....................................................................................................................................................................................
Employer:.............................................................................................................................................................................................................

REFERRED FOR •
 Complete Exam  Gingival Augmentation / Root Coverage
 Crown Lengthening  Pocket Reduction Surgery
 Ridge Augmentation  Bone Graft / Sinus Graft
 Frenectomy  Surgical Exposure w/o Orthodontic Attachment
 Pathology  Surgically Accelerated Orthodontics
 Implants

RADIOGRAPHS •  Enclosed   tneitaP htiW  Not Available

COMMENTS •
.....................................................................................................................................................................................................................................
.....................................................................................................................................................................................................................................
.....................................................................................................................................................................................................................................
.....................................................................................................................................................................................................................................
.....................................................................................................................................................................................................................................

Email: ......................................................................................................................................................................................................................

  obperio@shawbiz.ca

  deliamE

Dr. Tarek Ali 
DDS, MSc., Dip, Perio., FRCD(C)




