Cone Beam CT Script

Patient’s Name

Address

Prescribing Dentist : Dr.

Teeth/Area Requested:

Reason for CBCT:
Lesion/Pathology Implant(s)

Inferior Alveolar Nerve Localization

Stent Provided

Date of Birth Gender

If "Other" Please Explain

Male | Female

Other

Patient Phone Number

Please email report to

Other Reason for CBCT:

| Impacted Tooth/Teeth Sinus

™J Implant Measurement Required

Area of interest

Reason for referral (To be filled by the Doctor)

PRICING FOR PATIENTS FROM ANOTHER OFFICE

Purpose of CT scan:
Sextant (code: 07041)
Quad (code: 07041)

Full Arch (code: 07042)
Full Mouth (code: 07043)

Non-Implant
$250
$300
$330
$410

RUSH FEES & IMPLANT MEASUREMENT FEES

Implant Measurements

ASAP RUSH - Same Day

Dr. Signature

$40

$50

Date

Implant
$280
$310
$360
$450



