
 

INTRODUCING:  

Name:       Birthdate:                   

Address:          

Phone:(home)    (work)     

Concerning: 

           

           

           

           

           

        Radiographs are being sent 

        Radiographs enclosed / Please return 

REFERRED BY:  

Dr.      Date of Referral:    

Address:          

Phone:     Fax:      

Dr. Benjamin Pliska Inc. 
DDS, MS, FRCD(C) 
Certified Specialist in Orthodontics

ORTHODONTIC FACULTY ASSOCIATES 
103-2786 West 16th Avenue 
Vancouver, BC   V6K 4M1

T: 604.732.6333 
F: 604.732.5311 
orthofaculty.com
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