
(Buccal)

(Lingual)

(Buccal)

(Lingual)
Right Left

1    2    3    4    5    6    7    8 9   10  11 12   13   14   15  16

24   23  22   21   20  19   18  1732   31  30 29   28  27   26  25

A B C D E F G H I J

T S R Q P O N M L K

Treatment Requirement

1-2 Teeth OR 1Sextants
3-4 Teeth OR 2-3 Sextants
5-8 Teeth OR 4 Sextants
9 or more teeth or 5-6 Sextants

Reason for Referral

Patient unable to tolerate dental treatment due to young age or emotional maturity.
Patient failed conscious sedation
Patient requires longer procedure than patient can tolerate without sedation.
Patient has a medical condition that requires supervision
Other_________________________________________________________________

Doctor/Sta� Signature:________________________

When complete, please fax to: 832-464-7172

Patient Referral Form

Referring Dentist Information

Referred by:_______________________________________ DDS, DMD, MD or Sta� (Please circle one)

O�ce Name: _____________________________________ Telephone:__________________________

Patient Information

Name:__________________________________________________ Date of Birth:__________________

Telephone #1:________________________________Telephone #2:______________________________

O�ce Phone & Fax: 832-464-7172
info@hospitalpediatricdentist.com
www.hospitalpediatricdentist.com

17440 FM 529, Suite 100
Houston, TX 77095


