
Date ____________

Patient Name ________________________                                     Date of Birth ___________

Referring Doctor ____________________________________________________________

Referring Doctor Tel. No. ______________________________________________________

Reason for Referral:                     1st Dental Visit               Toothache            Dental Caries

Special Needs              Orthodontics                Nitrous                  General Anesthesia 

Other – Please Specify _______________________________________________

Radiographs:                       None Available                         X-Rays sent with patient   

Special Notes ______________________________________________________________

__________________________________________________________________________

Please evaluate the following teeth (please circle)
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