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Winnipeg: 204-477-5457 

Selkirk: 204-482-1112 
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 Call parents to arrange an appointment. 

 Most recent radiographs are attached. 

 Inform us once the treatment is complete. 

Additional comments: 
______________________________________ 

______________________________________ 

Reason for referral:           Emergency            Pain/Swelling               Treatment under General Anaesthetic    

              Treatment under Nitrous/Oral sedation      Orthodontic Consultation      Other ____________________ 

Insurance Information 

Primary Secondary 

Subscriber Name _____________________________ Subscriber Name _____________________________ 

Date of Birth _____________________________ Date of Birth _____________________________ 

Insurance Co. _____________________________ Insurance Co. _____________________________ 

Group/Policy _____________________________ Group/Policy _____________________________ 

ID Number _____________________________ ID Number _____________________________ 

 Upon completion of the treatment, please have the patient return to our office for recalls. 

         Selkirk, 210 Clandeboye Avenue 

       204-482-1112  &  204-482-1114 

       info@just4kidsdental.ca  

         Winnipeg, Unit A, 1765 Kenaston Blvd.  

       204-477-5457 

       204-477-4234 

       kenaston@just4kidsdental.ca  

Dr. Nida Amir 
DDS, M.Sc., FRCD(c), Diplomate, American Board of Pediatric Dentistry 

Dr. Amir Shah 
DDS, M.Sc., FRCD(c) 

Dr. Amanda Huminicki 
DMD, M.Sc., B.Sc. (Dent), FRCD(c), Diplomate American Board of Pediatric 

Dentistry 

Dr. Shima Amel Gharib 
DMD, DDS, M.Sc., FRCD(c), Diplomate, American Board of Pediatric Dentistry 

 

Patient Information 

Date of Referral ___________________________ Parent/Guardian ___________________________ 

Name of Patient ___________________________ Home Phone ___________________________ 

Address ___________________________ Email ___________________________ 
Date of Birth 
(d/m/y) ___________________________ Referring Dentist ___________________________ 

Mobile Phone ___________________________ Referring Office ___________________________ 
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