
 

Health Units with Dental Staff 
 

Abbotsford HU 
104-34194 Marshall Rd. 

Abbotsford, B.C. 
V2S 5E4 

Tel:  604-864-3400 
Fax: 604-864-3410 

Burnaby HU 
300-4946 Canada Way 

Burnaby, B.C. 
V5G 4H7 

Tel:  604-918-7605 
Fax: 604-918-7630 

Chilliwack HU 
45470 Menholm Road 

Chilliwack, B.C. 
V2P 1M2 

Tel:  604-702-4900 
Fax: 604-702-4901 

Guildford HU, Surrey 
100-10233 153 Street 

Surrey, B.C. 
V3R 0Z7 

Tel:  604-587-4750 
Fax: 604-587-4777 

Langley HU 
Unit 110-6470 201 St 

Langley B.C.  
V2Y 2X4 

Tel:  604-539-2900 
Fax: 604-530-8138 

Maple Ridge HU 
400-22470 Dewdney 

Trunk Rd 
Maple Ridge, B.C.  

V2X 5Z6 
Tel:  604-476-7000 
Fax: 604-476-7077 

Mission HU 
7298 Hurd St 
Mission, B.C.  

V2V 3H5 
Tel:  604-814-5500 
Fax: 604-814-5517 

New Westminster HU 
218-610 Sixth Street 

New Westminster, B.C. 
V3L 3C2 

Tel:  604-777-6740 
Fax: 604-525-0878 

North Delta HU 
11245 84 Avenue 

Delta, B.C.  
V4C 2L9 

Tel:  604-507-5400 
Fax: 604-507-4617 

North Surrey HU 
200-10362 King George 

Boulevard 
Surrey, B.C.  

V3T 2W5 
Tel:  604-587-7900 
Fax: 604-582-4811 

Tri-Cities HU 
200-205 Newport Drive 

Port Moody, B.C. 
 V3H 5C9 

Tel:  604-949-7200 
Fax: 604-949-7211 

 

   November 2023 

DENTAL PROGRAM REFERRAL FOR SCHOOLS 
 
The dental program staff may be able to assist families having difficulty accessing dental treatment. This includes 
urgent care or regular dental care.  A referral form is not required if a parent or guardian prefers to contact the 
dental program directly at the telephone number below. Schools please fax or mail your referral to the appropriate 
health unit listed below. 
 
Date: __________________________  
 
Child’s Name: ______________________________________  

Child’s Birth Date: ___________________________   

School: __________________________________________ 
 
Parent’s/Guardian’s Name: _____________________________    Telephone: __________________________  
 
Parent’s/Guardian’s consents to referral: Yes       No    
 
To protect privacy, the child’s parent or guardian must be aware that a referral is being made to the dental 
program. 
 
Please describe the concern: 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

Referred by: _____________________________________            Telephone: __________________________ 
        (Print Name) 

                         


