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Patient’s	
  Name:	
  ________________________	
  	
  	
  	
  	
  	
  D.O.B.:	
  __________________	
  
Parent/Guardian:	
  ________________________	
  	
  Phone	
  #:	
  _________________	
  
Medical	
  Condition:	
  ________________________________________________	
  
Previous	
  Experience	
  in	
  Dental	
  Office	
  (cooperative/uncooperative/etc.):	
  
_________________________________________________________________	
  
_________________________________________________________________	
  
X-­‐rays:	
  	
  	
  	
  	
   □	
  Not	
  able	
  to	
  take	
  
	
   	
   □	
  Bitewings	
  
	
   	
   □	
  Panos	
  
	
  
If	
  taken:	
  	
  	
  	
  	
  	
  	
  	
  □	
  	
  Patient	
  will	
  bring	
  	
  
	
   	
   □	
  We	
  will	
  send	
  
	
  
Dental	
  concerns/diagnosis	
  (If	
  known):	
  
_________________________________________________________________	
  
_________________________________________________________________	
  
_________________________________________________________________	
  
_________________________________________________________________	
  
	
  
Referring	
  Dentist:	
  _________________________	
  	
  Phone	
  #:	
  _________________	
  
	
  
We	
  would	
  like	
  to	
  thank	
  you	
  for	
  your	
  referral	
  and	
  entrusting	
  your	
  patient’s	
  care	
  

with	
  our	
  office.	
  Please	
  call	
  us	
  if	
  you	
  have	
  any	
  questions.	
  
Feel	
  free	
  to	
  fax,	
  e-­‐mail,	
  or	
  mail	
  us	
  your	
  referrals.	
  


