
 

 

                                                                                                             

 

 

 

 

*PLEASE SEND THIS REFERRAL WITH THE PATIENT FOR FAX/EMAIL TO OUR OFFICE* 

 

 

Name of Patient: _________________________________ Age: ________ Date: ____________________ 

Referring Dentist Name:  __________________________________________________________________ 

Referring Dentist Phone: __________________________________________________________________ 

 

Reason for referral (check all that apply):  

฀ Consultation and Limited Treatment (return to referring dentist for remaining treatment) 

฀ Comprehensive Consultation (complete any and all treatment) 

฀ Establish Dental Home 

 

Special Concerns (check all that apply): 

฀ Behavior/Age       ฀  Pulpotomy/Pulpectomy  ฀  Extractions 

฀ Dental Trauma      ฀  Crowns/Fillings                                  ฀  Infection/Abscess  

฀ Special Needs      ฀  Other: ________________________________________________ 

                                                                  ________________________________________________ 

 

฀ Radiographs Required 

฀ Radiographs Taken: emailed to info@dentistryforkids.com 
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311 North York Street 

Elmhurst, IL 60126 

Located at the corner of 

N. York St & North Ave 


