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Step 1: Flease circle the affected teeth and/or area

Patient:

Date of Birth:

Farent Name:
Fhone Numbcr:

]nsurancc:

Step 2:

Referring Office/Doctor:
Kacliographs?

[[]VYes, date taken: [ ]No

[~ mailed to: FrontOffice@DeschutesKids.com

|:| Yes, date emailed: I:l No
Kecent Prophglaxis?
D YCS, date: D No

Recent fluoride treatment?

I:l ch, date: |:| No

Has treatment been attcmPtcd?

I:l Yes, date: |:| No

Trcatmcnt Kecommcndations:

Stcp B:
Ourgoal is to Proviclc Patients with the treatment and education based on direction from you.

I:l F!ease continue to see this Patient forrecalls at Deschutes Pediatric Dentistrg.

I:l Please return this Patient to our office, the reFerring dentist, when treatment is complcte.
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