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IMPLANT NOTIFICATION 

Fax to ortho.cell on (08) 9360 2899 at least 12 working days prior to intended implantation date 
Patient Name: D.O.B: 

IMPLANTATION DETAILS 
Proposed Date: Scheduled Time: 

Medical Practitioner’s Name:  
 

Hospital / Surgery / Clinic: 
 

Address: 

Notification 
Provided By: 

 

Name:     ______________________________________________________ 
 

Position:  _______________________________          Date:  ______________ 

By signing this document, I agree that the details provided above are correct.  I understand that I will need 
to notify ortho.cell of any changes, preferably 12 days prior to the above stated implant date.  
 
 
 
 SIGN _____________________________________             DATE__________________________ 
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