
DENTAL IMAGING REQUEST
PATIENT DETAILS
NAME: ............................................................................... DOB:..........................................................................

ADDRESS: ......................................................................... MEDICARE CARD: ......................................................

........................................................................................... CONCESSION/PENSION CARD:................................

POSTCODE ................................................................................................................................................................

TELEPHONE: (H) ............................................................... (M) .............................................................................

1300 33 9729

02 9789 3033

02 8622 0000

02 8602 5400

PROCEDURE REQUESTED
	 OPG
	 CEPH g	  LAT CEPH	  Front CEPH
	 Temporomandibular Joint g	  XRAY Tomography	  Open & Closed Views    CT
	 Paranasal Sinuses g	   XRAY Tomography	  CT
	 Facial Bones g	   XRAY Tomography	  CT

REFERRAL DETAILS

Referrer Name:		  Provider Number:

Address:		  Specialty:

	 Postcode:	 Telephone:

Signature:	 Date:	 Facsimile:

Right Left

‘low dose full mouth cross-sectional survey routinely performed”

	 3D Volumetric Cone Beam Tomography (Dentascan) +/- OPG
	 AOI:

CLINICAL NOTES
	 Implant Placement	    Mandibular Canal Marking	    Maxillofacial Surgery
	 Trauma	    Sinuses	    TMJ
	 Impacted Teeth	    Orthodontic Planning	    Soft Tissue / Airway
	 Other    (specify other) 

www.synergydental.com.au
info@synergydental.com.au

REPORT   Urgent report:
  Electronic Report / Images
  3D Soft Copy

Do you require DICOM DATA
Nobel Guide
Simplant

 NO      YES
 NO      YES
 NO      YES

FILMS   Return with Patient      Deliver
  More referral packs please



3 HR FREE ROOF TOP PARKING
50 metres from station 5 metres from roof top parking

Strathfield Medical Imaging

Parnell St.

Everton Rd.
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Carpark entry
    direct to
    Roof Top
    Parking

ROOF TOP
PARKING

Norwest Medical Imaging

Rouse Hill Medical Imaging

PATIENT PARKING AVAILABLE AT THE PRACTICE

Campsie Medical Imaging

P: 8602 5400

Mile End Rd

M
ile
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nd
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d

Resolution  Pl

Panmure  St

Aberdour  Ave

Adelphi  St

W
indsor Road

ROUSE HILL

FRUIT BARN

OPENING HOURS
MON-FRI:
8.00AM - 5.30PM

OPENING HOURS
MON-FRI: 8.00AM - 5.30PM

SAT: 8.00AM - 12 NOON

OPENING HOURS
MON-FRI: 8.00AM - 5.30PM

SAT: 8.30AM - 1.00PM

OPENING HOURS
MON-FRI:
8.00AM - 5.30PM

SAT:
8.30AM - 1.00PM

NORWEST Ground Floor, 6 Meridian Place
Norwest Business Park, Bella Vista, NSW, 2153
T: 1300 33 9729   F: 1300 22 9729 • • • • • • •

CAMPSIE 17-21 Campsie Street,
Campsie NSW 2194
T: 02 9789 3033   F: 02 9789 3088 • • • • • • •

STRATHFIELD Suite 207, Level 2, Strathfi eld Plaza
11 The Boulevarde, Strathfi eld NSW 2135
T: 02 8622 0000   F: 02 8622 0022 • • • • • • •

ROUSE HILL 1/40 Panmure Street
Rouse Hill, NSW 2155
T: 02 8602 5400   F: 02 8602 5411 • • • • • •
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Appointment date............................................................................. Appointment time .............................................................................


