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Dr. ________________________________________________________________

Date: ______________________________________________________________

Fax: _______________________________________________________________

DOCTOR SIGNATURE, DATE AND FAX REQUIRED

Radiology Referral
Please complete this form and fax it to 909.469.8650. Please contact The Dental Center for an appointment at 909.706.3910.

We must have this form BEFORE we can schedule an appointment. Payment is due at the time services are rendered and range from $50 to 
$350 depending on the requested imaging.
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REQUESTED IMAGING SURVEY

WesternU Health The Dental Center 
795 E Second St, Suite 8
Pomona, CA 91766-2007
T: 909.706.3910    F: 909.469.8650

 Indicate Request Imaging: (Check ALL that apply)

______ _____________________

Patient’s Name (Please print) 

___________________________________________________________________

______________________________

Email

Doctor’s Name (Please print)

City

Patient Date of Birth

Patient Primary Telephone/Mobile Number

Other Telephone/Mobile Number

Fax

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

______________________________________________________________

Practice Name

______________________________________________________________
Address

______________________________________________________________

______________________________

______________________________

Telephone

________________________________________________________________Lateral
Cephalometric Panoramic Full Mouth

Series

CONE BEAM COMPUTED TOMOGRAPHY (CBCT)

Please Specify CBCT Exam Requested:

Implant
Orthodontic
Assessment

Endodontic
Assessment

Sinus
Assessment

Surgery
Assessment

Evaluate
Pathology

TMJ

Please Indicate Volume Size: Check ALL that apply

Small (A Few Teeth) Medium (Mandibular) Medium (Maxillary) Large (Both Jaws)

Right  Left

Please Specify Site: _____________________________________________________________________________________________________ 

Relevant Clinical Findings and Special Instructions:
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