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pediatric dentistry ‘

501 - 401 Cooper’s Blvd. SW
Airdrie, Alberta T4B 4J3

Today's Date (MM/DD/YY)

Referring Clinic Referring Dr. Phone:

Patient Information

Patient's Full Name:

Parent/Guardian:

Dr. Christine Bell
DMD, Cert. Ped. Dent, FRCD(C)

Certified Specialist in Pediatric Dentistry

P:403-774-7196
friends@toothpals.ca « www.toothpals.ca

Male[] Female[ Date of Birth (MM/DD/YY) ____ Age ___

Relation to patient:

Address:

Tel. (home): Work/Cell: Email:
Insurance Company: Certificate #: Group #:
Radiographs

[ ] None [ ] E-Mailed Date Taken (DD/MM/YY)

Reason for referral
|| needs a dental home [ | tooth pain
|| tooth decay [ | other

Comments and other relevant information regarding this patient's health and dental history

Appointment Scheduling

Contact this patient to schedule the appointment
This patient will contact your office to schedule the appointment

This patient already has an appointment booked with your office

Our office requires more referral pads
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