
Pediatric Referral

Patient Name: _______________________________________________ DOB:_________
Phone: _____________________ Parent’s Name:_________________________________
Special Health Concerns: ____________________________________________________
_________________________________________________________________________
Patient Insurance Information: ________________________________________________

Reason for referral:

☐ Pain
☐ Trauma
☐ Special Needs
☐ Rampant Caries
☐ Behavior/Age
☐ Extractions
☐ Pathology
☐ Sedation
☐ General Anesthesia
☐ Interceptive orthodontic treatment
☐Other:________________________

Notes:____________________________________________________________________________

__________________________________________________________________________________

Referring Doctor information:

☐ X-rays Given to Parent ☐ X-rays mailed/E-mailed ☐ Needs X-rays
Referring Doctor: _________________________________ Phone: ____________________
Doctor’s Email address: _______________________Today’s Date: ____________________


