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CONTACTS

scan to make ane

" PREFERRED APPLIANCE pppouttment

REASONS FOR REFERRAL:

INDICATION

ADDITIONAL PERTINENT INFORMATION:

DR. KENNETH LAMD.M.D., MSC. , FRCD(C)
DR. SIDDHARTH VORA B.D.S., MSC., PHD. , FRCD(C)

CERTIFIED SPECIALIST IN ORTHODONTICS



OUR ADDRESS:

125-1080 MAINLAND ST
VANCOUVER BC V6B 2T4
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