
Referral / RX Form 

Steve Lipinski DDS

Patient Name: ____________________________________

Address: _________________________________________ 

Phone Number:___________________________________

Health Card Number : _____________________________ 

Major Decision Maker: ____________________________

Phone Number: __________________________________

Referring Doctor: _________________________________

T: 289.834.3560  |  lovemysleep.ca  |  F: 855.395.0788

1585 Mississauga Valley Blvd. Unit #3 Mississauga, Ontario L5A 3W9

Hospital Dentistry for

Adults with Special Needs


