Dr. Raylien Chao, DDS, MS, FRCD(C)
Certified Specialist in Pediatric Dentistry
Phone: (604) 332- 1100

iInfo@kiddosmile.ca
3050 W. 41st Ave, Vancouver, BC, V6N 3C9
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PEDIATRIC DENTISTRY

Patient N@amMe: DOB (m/d/y):
Guardian Name: ¢Phone:
Fmail: 2nd Phone:
Treat and refer back Treat and continue to see until adulthood
Yes, will email Yes, will mail Date of Xx-ray:
Tried, not possible None Typeofx-ray.
boctor:
Practice NamMme:
Office Phong il s . == Today's Date: ____

Thank you for trusting our hands with your patient
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