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Date:

Child’s Name:
Birthdate:

Parent(s):

Address:
City/Zip:

Phone:

Dear Dr.

I have referred to you for:

Evaluation of:

Treatment of:

I have found the following medical/dental/behavioral conditions:

I have the following radiographs on file:

I have enclosed copies/originals of these films:

Please return this child to my care following treatment: [ ] Yes [ ]| No

Referring Dentist (Please print):

Referring Dentist Phone #: Date:




