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Patient Referral Form 
 
Today’s Date: ___________________________ 

Patient’s Name: ___________________________________________ Date of Birth: ____________________________ 

Parent / Guardian Name (if applicable): __________________________________________________________________ 

Primary Phone: ________________________________  Email Address: _________________________________ 

Insurance Information: _______________________________________________________________________________  

 

Referring Dr: ______________________________________________ Office: _________________________________ 

Office Phone: ________________________________  Office Fax: ____________________________________ 

 

Patient is being referred for: □ Pediatric Treatment      □ Oral Surgery       □ Root Canal Treatment      □ Other 

 

Notes:_____________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

 

Is the patient currently in pain?  □ No  □ Yes 

 

Has the area in question been previously treated in your office?  □ No  □ Yes 

 

If yes, please provide the treatment and date it was performed: ______________________________________________ 

__________________________________________________________________________________________________ 

 

Thank you for referring your patient to our office! 

 


