
SUPER SMILES 4 KIDS – REFERRAL FORM 

6224 Portsmouth Blvd, Suite 300 

Portsmouth, VA 23701 

P 757-500-8500 F 757-337-0539 

Website: supersmilesva.com 

Email: info@supersmilesva.com 

 

Referring Office Information  

Practice Name: _________________________________________________________  

Referring Doctor: _______________________________________________________  

Phone: ___________________________ Fax: ________________________________ 

Email: _______________________________________ Date: ____________________  

Patient Information  

Patient Name: ___________________________________ DOB: __________________  

Parent/Guardian: ________________________________________________________  

Phone: _______________________________ Email: ___________________________  

Address: _______________________________________________________________  

Reason for Referral  

☐ Comprehensive Exam ☐ Decay/Caries ☐ Pain/Emergency ☐ Trauma  

☐ Sedation ☐ Behavior Management ☐ Special Needs ☐ Ortho Eval  

☐ Other: ______________________________________________________  

Clinical Notes / History  

 

Radiographs / Records  

☐ Bitewings ☐ Panoramic ☐ Periapicals ☐ None  

☐ Sent via Email ☐ Given to Patient  

Insurance (if applicable)  

Provider: _________________________________ Subscriber: ___________________________  

Member ID: __________________________________ Group#:__________________________ 

Preferred Appointment  

☐ Morning ☐ Afternoon ☐ First Available  

Additional Comments  

  

 


