
CBCT REFERRAL TO BETHESDA SEDATION DENTISTRY 
10401 OLD GEORGETOWN ROAD, SUITE 200 

BETHESDA, MARYLAND 20814 
301-530-2434 

 
 
Thank you for your referral for a CBCT.  
To avoid delays of the scan from being sent out to be read by the radiologist, please complete this entire 
form without leaving any questions blank.      What size scan are you requesting?   Please call the office 
with questions on scan size. 
 
Circle one        5X5          8X8         10X10          11 X 17       13.5 X 17          Sinus Only        TMJ Only      
  
Referring Dr. Name (Please print) __________________________Phone________________ 
 
I prefer the CBCT report to be sent to me by:  Circle one               Email             Fax 
 
Please provide email or fax of your choice. _________________________________________________ 
 
Referring Dr. Signature _____________________________Date_____________________ 


