% Four Ever Smile~

Patient Referral Form

Practice Name
Practice Address
Practice Phone Number

SPECIALTY REFERRAL TO:

Introducing:

Parent/Guardian:

Birthdate:

Address:

Telephone:

REFERRED BY DOCTOR:

REASON FOR REFERRAL: [ ] Consultation [] Treatment

Please provide specialist with appropriate details of problem (i.e. urgency, areas of concern):

RELEVANT HISTORY (Indicate any special factors — either dental or medical — such as known allergies
and specific medical problems relevant to diagnosis and treatment.):

[] An appointment has been made:

Call referring doctor before treatment: [ ] Yes [] No

Radiographs: [] sent with patient [ ] mailed/transmitted [ ] attached [ ] none available

[] Please provide written report.

SIGNED: DATE:
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The information contained within the content of presented on foureversmile.com is for general information
purposes only. The information is provided by this site and while we endeavor to keep the information up to date
and correct, we make no representations or warranties of any kind, express or implied, about the completeness,

accuracy, reliability, suitability or availability with respect to this site or the information, products, services, or

related graphics contained on Puredentalimplants.com for any purpose. Any reliance you place on such
information is therefore strictly at your own risk.
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