
REFERRAL FORM

PATIENT INFORMATION

CONSULTATION

THANK YOU 

Dr. Tarek El-Bialy BDS, PhD, FRCD(C), EMBA
Certified Specialist in Orthodontics

Address

Phone Number

Guardian Name
(if applicable)

Email:

:

:

Date of Birth

Full Name

:

:

Preferred Name :

:

Space Management /
Local Problems

Surgical Orthodontics
(Please Describe)

:

Phase I Treatment

Invisalign RX Therapy

:

:

Full Bonding Therapy :

:

Other 
(Please Describe)

:

More Referral Pads Required Referred By :

Downtown Edmonton
10150 114 Street NW, Edmonton AB, T5K2L2
T: 587-988-6684 | F: 780-732-9345
E: frontdesk@sphinxorthodontics.com

North Edmonton
203-5364 Admiral Girouard Street, Edmonton AB, T5K3N5
T: 587-988-6684 | F: 780-732-9345
E: north@sphinxorthodontics.com

Whitehorse
209B Lowe Street, Whitehorse YT, Y1A1W5
T: 587-988-6684 | F: 780-732-9345
E: frontdesk@sphinxorthodontics.com

Insurance Company Subscriber: :

Subscriber DOB Group/Policy: :Certificate/ID :
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