
Patient Name: ________________________________________________________ Age:  ____________
Parent Name:  _________________________________________________________________________________
Phone Number:_______________________________________________________________________________

Referring Doctor Name and Clinic:
______________________________________________________________________________________________________

Reason for Referral:  Decay  Conscious Sedation
	  Special Needs  General Anesthesia

Radiographs:  None Available  Emailed

Comments:  ____________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________

Date:  ____________________

Please evaluate the following teeth (please circle)

509-662-3621
650 North Miller Street, Wenatchee, WA 98801
childrensdentistrynw.com
info@childrensdentistrynw.com

Bryan Fletcher Bryan Fletcher DDS, MSDDDS, MSD
Board-Certified Pediatric DentistBoard-Certified Pediatric Dentist


