
Tricity Orthodontic Lab 

Date:  ............................................ 

Doctor:  .......................................................................................................... 

Patient:  .......................................................................................................... 

Date & Time that work is required:  ................................................................ 

 

 

 

Doctor’s Signature:  ....................................................................................... 

 

#640-2755 Lougheed Highway Port Coquitlam BC. V3B 5Y9 

Tel: (778)668-7170     www.tricityortholab.ca 


