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King Ritson Dental Clinic
255 King Street East, Oshawa, ON L1H 1C5
P: 905-579-5464 F: 905-579-2557
CBCT REFERRAL FORM
PATIENT INFORMATION (Mandatory Information) RCDSO REGULATION
Date: __________________________________________ Appointment Date: ________________________________________
Name: _________________________________________ Address: _________________________________________________
D.O.B ____________________ Phone# _________________________email__________________________________________
REFERRING DENTIST (Mandatory Information)
Dentist Name: __________________________________________ Phone#: ________________________________
Dentist Email:  _____________________________________________ Office Name: ________________________________
1. Reason for SCAN and Instructions: Please advise what radiographs have been taken as part of the diagnosis
 (Mandatory Information and must be legible):
________________________________________________________________________________________________________________________________________________________________________________________________________________
2. Does the patient have a Guide that needs to be inserted for the SCAN?   	 Yes / No
3. Has the patient been advised that payment is required on the day of service by Cash, Credit or Debit?  Yes / No
 See below for fee structure and circle appropriate fees based on requirement 
Size of SCAN	SCAN/INTERPRETATION	           	 *RUSH FEE                      		   TOTAL
		( Includes Measurement  )	                   ( See Below )                              	
5X5		   $125 | $150        = $275 	  	$_________			$__________ 	                   	07011   07031  
5X8		 $150 | $200          = $350                          $_________		         	$__________	                                     	                 07012    07031
5X5 (X2)	    or           $185 | $200          = $385		$_________			$__________	                                    5X8 (X2)	                  07013   07031
8X8		 $150 | $200          = $350                  	$_________			$__________	                  	07013   07031                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                              
REFERENCE GUIDE FOR SIZE OF SCAN SELECTED
Size: |  5X5 (Single site for Endo, Pathology, Implant )  |  5X8 (Multiple teeth for Endo, Pathology or Implants in same Quadrant )   |   5X5 (X2) ( 2 wisdom teeth opposite sides )   |  5X8 (X2) ( all 4 Wisdom teeth or TMJ both sides )  | 8x8 (full mouth/all quads for Endo, Pathology or Implants )
Interpretation: Interpretation Fee  ( 07031) is based on Size of SCAN and paid to CANARAY (Radiologists) for Interpretation of Scan
-It typically takes 6-8 weeks ( or longer depending on Canaray volume ) to obtain the SCAN REPORT from CANARAY.
- SCAN interpretation/measurements can be rushed at an additional fee by CANARAY (see below).
 [   STAT $150 /  1 Day $100  /  3 Days $75.00    /   7 Days $50.00   /  12 Days $25.00   ]
*A RUSH FEE of $25 IS ADDED AUTOMATICALLY, UNLESS SPECIFIED OTHERWISE TO MAKE SURE SCAN IS RECEIVED IN A TIMELY MANNER

SECTION TO BE FILLED IN BY KING RITSON STAFF ONLY
CANARAY REFERRAL ID#: _____________________________ DATE OF CANARAY REFERRAL _____________________________
AUTHORIZED SIGNATURE: ____________________________ ASSISTED BY: __________________________________________
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