
Endodontics 
Dr. Bryon Ong  
BDS (Malaya), Cert. Endod (UPenn), FRCD(C), Diplomate, American Board of Endodontics 
Dr. Sarene Saw  
BDS (London), MSc Endodontics (London)

Consultation & Evaluation 
Root canal treatment & Retreatment 
Endodontic Microsurgery 
Other. Please specify __________________

Oral Maxillofacial Surgery 
Dr. Lee Chee Wei  
BDS (Malaya), MDS OMFS (Hong Kong)

Consultation & Evaluation 
Surgical Removal of Impacted Tooth 
Ridge / Sinus Augmentation 
Other. Please Specify __________________

Prosthodontics 
Dr. Yeoh Onn Take  
BDS (Malaya), DCD Prosthodontics (Melbourne), MRACDS (Prosthodontics) (Australia)

Consultation & Evaluation 
Full Mouth Rehabilitation 
Fixed / Removable / Implant Prosthodontics 
Other. Pleas Specify __________________

Esthetic Dentistry 
Dr. Joan Lim  
BDS (Malaya), MFDSRCS (Edinburgh), Cert. Advanced Esthetic & Restorative Dentistry (UCLA)

Consultation & Evaluation 
Smile Rehabilitation 
Esthetic Surgical Crown Lengthening 
Other. Please Specify __________________

Orthodontics 
Dr. Ng Wee Loon  
BDS (PIDC), MFDSRCS (Edinburgh), MSc Ortho (London), MOrth RCS (England)

Consultation & Evaluation 
Fixed / Removable Appliance 
Clear Aligner 
Other. Please Specify __________________

Periodontics 
Dr. Lew Pit Hui  
BDS (Malaya), MFDSRCS (Edinburgh), MClinDent in Periodontology (Malaya)  

Consultation & Evaluation 
Non-Surgical / Surgical Periodontal Treatment 
Implant & Management of Peri-Implant Diseases  
Other. Please Specify __________________

Pediatric Dentistry 
Dr. Tan Wei Xi 
DDS (UNPAD), DClinDent in Paediatric Dentistry (QMUL, London), MFDS RCS (Edinburgh) 
MPaedDent RCS (Edinburgh)

Consultation & Evaluation 
Behavioral Management 
Dental Treatment Under Sedation 
Other. Please Specify __________________

Oral Medicine & Oral Pathology 
Dr. Goh Yet Ching 
BDS (Malaya), MFDS RCS (Edinburgh), MClinDent in Oral Medicine & Oral Pathology (Malaya)

Consultation & Evaluation 
Management of Oral Facial Pain 
Management of Oral Lesion 
Other. Please Specify __________________

Patient Name:

Contact Number:                                              DOB:

Medical History / Allergy:

Treatment Rendered:

To refer the patient back to the referring clinic after completion of 
indicated treatment:                           ☐ Yes     ☐ No

 Reason for Referral

Dental Imaging     

         ☐ Panoramic Radiograph     

         ☐ Lateral Cephalometric Radiograph

         ☐ CBCT         

         ☐ Other. Please Specify __________________

3D Intraoral Scanning

Please Indicate Tooth / Area of Concern:

Additional Remarks

Referring Dentist:

Clinic:	 	            

Clinic Contact Number :

Clinic Email:

Date:

Dentalville Dental Clinic,

No. 7, Unit 1-6, Level 1


REFERRAL FORM

FB / Instagram: @Dentalville.kl

Email: dentalville.kl@gmail.com

For Appointment, Please Call / Whatsapp: +60 17-665 6585
Dentalville Dental Clinic,

Unit 1-6, Level 1, Nexus, Bangsar South City, No. 7, Jalan Kerinchi

59200 Kuala Lumpur, Malaysia.

mailto:dentalville.kl@gmail.com
https://www.google.com/search?q=dentalville%20dental%20clinic%20bangsar%20south&oq=dentalvi&aqs=chrome.0.69i59j69i57j69i59j0l2j69i60j69i61j69i60.4521j0j4&sourceid=chrome&ie=UTF-8&sxsrf=ALeKk02ERASYjUgUEqu8yhZ2sa3iC59RJg:1590851265127&npsic=0&rflfq=1&rlha=0&rllag=3110973,101666227,171&tbm=lcl&rldimm=16289234023976962305&lqi=CidkZW50YWx2aWxsZSBkZW50YWwgY2xpbmljIGJhbmdzYXIgc291dGhaRAoZZGVudGFsdmlsbGUgZGVudGFsIGNsaW5pYyInZGVudGFsdmlsbGUgZGVudGFsIGNsaW5pYyBiYW5nc2FyIHNvdXRo&ved=2ahUKEwj7hrHk7tvpAhUnTt8KHfJ3CpEQvS4wAHoECAwQNg&rldoc=1&tbs=lrf:!1m4!1u3!2m2!3m1!1e1!1m4!1u2!2m2!2m1!1e1!1m4!1u16!2m2!16m1!1e1!1m4!1u16!2m2!16m1!1e2!2m1!1e2!2m1!1e16!2m1!1e3!3sIAE,lf:1,lf_ui:2&rlst=f#

