
Pediatric Dental Referral Form

Patient: DOB:

Referred by:

Reason for Referral:

Comprehensive Care Emergency Treatment

General Anesthesia Special Needs

Trauma 1st Dental Visit

Other:

X-rays: None available X-rays sent with parent

Please circle the teeth to be evaluated:
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Comments:

Signature Date

Aurora Degollado, DDS
Pediatric Dentistry

1681 Meriden Road, Wolcott, CT 06716
Office: 203-633-7178   |   Fax: 203-528-4965

referrals@lakeviewdentalct.com  |  www.lakeviewdentalct.com


