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PEDIATRIC DENTISTS 

REFERRAL 

300 LAKESHORE DR., SUITE 200 
BARRIE, ON. L4N 084 CAN ADA 
TELEPHONE: (705) 722-3213 
FACSIMILE: (705) 722-6071 

Thank you for the opportunity to be of service to you and your patient. 

DOCTOR OFFICE TEL 

PATIENT NAME AGE 

PARENT/GUARDIAN 

ADDRESS 

PREFERRED TEL ALTERNATE TEL I CONACT (EMAIL) 

0 Appointment Booked ___________ 0 Patient to Call 0 Please call Patient 

Please provide as much information as possible so that we may take care of your patient. 

REASON FOR REFERRAL 

0 Caries 
0 Trauma 
0 Abscess 

RADIOGRAPHS 

0 Please Take 
D Given to Parent 

0 Crowding I Growth Anomaly 
0 Second Opinion 
D Other 

---------

D Mailed 
0 Emailed 

If forwarding radiographs, please send LEGIBLE copies/prints or originals. (Originals will be returned) 

COOPERATION 

D Good 

COMMENTS 

0 Poor 

Please provide a brief note with concerns and requests. 

RELEVANT MEDICAL HISTORY 
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