
Date

Patient Name      Age 

Referred By

Contact Tel. No.

Reason for Referral:  

 1st Dental Visit    Evaluation for tongue-tie and/or lip-tie  

 Pain            Dental Trauma          

 Decay     Dental Treatment with Anesthesiologist 

Other       

Radiographs:  

  None    X-rays sent with patient    X-rays sent via email

 


