
Appointment Date: ________________________            

First Name Last Name 

Referred for the following reason: 

X-Rays:  

Mailed/Emailed Given to Patient Please take 

Please Call Me Before Proceeding with Treatment 

Other _________________________________________________ 

General Orthodontic Evaluation 

Early/Interceptive Treatment Evaluation 

Impacted Teeth/Surgical Orthodontics 

Pre-Prosthetic/Implant Site Development 

Clear/Lingual Orthodontics/Invisalign 

Introducing:  
 

 ________________________________________ 

Referring Doctor:  _________________________ 

Remarks or Special Instructions: 
_____________________________________________ 
 
_____________________________________________ 
 
 

Dr. Clara Chow 

Certified Specialist in Orthodontics  

B.Sc.., M.Sc., D.D.S.,  F.R.C.D.(C),  

3000 Highway 7 East, Suite 208 
Markham, Ontario L3R 6E1 
Tel:   905-513-6672 (MOS2)   Fax: 905-513-6679 

 
Email:    info@MarkhamBraces.com 
Website: www.MarkhamBraces.com 
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Diplomate, American Board of Orthodontics  

 
 
Hours of business are extended to  
include evenings and Saturdays.   

Complimentary Initial Consultation 

We are looking forward to meeting you! 
 

We are located at the northeast corner of  
Woodbine Avenue and Highway 7 East in     
Michael-Angelos Marketplace, 2nd Floor  

(above Sleep Country). Ample free parking. 

Dr. Clara Chow 

Certified Specialist in Orthodontics  

B.Sc.., M.Sc., D.D.S.,  F.R.C.D.(C), 

3000 Highway 7 East, Suite 208 
Markham, Ontario L3R 6E1 
Tel:   905-513-6672 (MOS2) Fax: 905-513-6679 

 
Email:    info@MarkhamBraces.com 
Website: www.MarkhamBraces.com 

Diplomate, American Board of Orthodontics  


