DEN{TAL

ASSOCIATES
PEDIATRIC DENTAL REFERRAL

Patient Name: Date:

Date of Birth: Phone:
Parent/Guardian: Insurance:
Referring Doctor: Office Phone:

Reason for Referral:

[ Routine pediatric dental care O Trauma/emergency
O Behavior management [0 Special healthcare needs
O Sedation/general anesthesia needs O Other:

Please Mark Teeth or Area to Be Treated
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Radiographs: O Given to patient O Emailed O None taken

Additional Notes:

Referring Doctor Signature: Date:

Aurora Degollado, DDS
Pediatric Dentist
1681 Meriden Road, Wolcott, CT 06716

Office: 203-633-7178 | Fax: 203-528-4965
referrals@lakeviewdentalct.com | www.lakeviewdentalct.com



