South Coast Dr. Kent N. Do

Ped i a'tTi C Den‘tistry Pediatric Dentist

Thank you for your referrall

Introducing: Date:

Please evaluate the following: DOB:
[] Tooth Ache
[ Operative needed
7] Trauma - teeth / alveolus / soft tissue
[T Caries
7] Abcess involvement / symptomatic
7] Sedation / anesthesia
] Special needs patient
] Difficult behavior
Significant Medical History: [ Yes INo

Further Remarks:
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X-rays [] mailed [[] emailed to Drkent@SoCoSmiles.com [Inone

Referred by Dr. Phone
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