
 
 
Date :    _________________________________ 

 
Previous Dentist :  _________________________________ 

      
Address :   _________________________________ 

 
  
Dear Doctor, 
 
Please forward any and all radiographs you have for the following patient(s) to 
Drs. John and Sharon Koncan.  Kindly forward digital radiographs to 
patient@sunrisecentredental.com Please also indicate the dates of the last 
complete and recare examinations. 
 
Name :   _________________________________ 
 
Date of Birth :  _________________________________ 
 
Phone Number :   _________________________________ 
 
Any additional family members: 

 
- _______________________________________________________ 

 
 
- _______________________________________________________ 

 
 
- _______________________________________________________ 

 
 
- _______________________________________________________ 

 
 
Signature of Patient __________________________________________ 

 
 

Phone: 705-789-2369   Fax: 705-789-2600 
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