SOUTHERN
OMS

Patient Details

REFERRAL

Mr. Angus Cameron
Oral & Maxillofacial Surgeon
BDS MBChB FRACDS(OMS)

Name

Phone Mobile

D.O.B. Email

Address Name of parent/caregiver if under 18

Reason for referral

Wisdom Tooth Surgery

Referrers Details

Name
Practice
Phone Email
Southern OMS Limited
ORAL & 455 Papanui Road 03972 547
MAXILLOFACIAL Christchurch 8053 admin@soms.co.nz
SURGERY New Zealand WWW.SOMS.C0.NnZ
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