Introducing: Age:

Parent/Guardian’s name:

Contact Number:

Referred by: Date:

Referral for (please select)

[0 Comprehensive care/second opinion with a pediatric dentist
[0 Treatment only (SDF, restorative, extractions, nitrous oxide)
[0 Evaluation for hospital general anesthesia at Kaiser or CHO
Future visits (please select)

[0 Permanent referral to Eastshore for continuing care

[0 Patient to return to referring Doctor for regular checkups

Comments:

Radiographs (Please email)
0O BWX/PA’s Dated:

[l Panoramic Dated:

Thea S. Dosanjh, DDS ¢ Teri L. Kim, DDS
2000 Appian Way, Suite #303, Pinole CA 94564
Phone (510) 964-0168 * Fax (510) 964-0908
www.eastshorepediatricdental.com
info@eastshorepdg.com



