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Patient Information:
Introducing Date of Birth
Parents Name Phone No.
Referred By Date

Reason (s) for Referral:
dAge
0 Pain/Sweliing
1 Special Needs

Type & Date of x-rays Taken:

0 Emailed (via website)

Area(s) of concern:

 Restorative Needs
1 Comprehensive Care
U Limited Care

0O Will Send Q0 With Patient
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Comments:
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7455 SW Findlay Road Tigard, OR 97224
Tel: 503-992-6189 Fax: 503-992-6193
www.BrightLittleSmiles.com



