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Referring Provider Information

o Referring Provider:

e  Phone:
e Date of Referral: / /
Patient Information

e FullName:
e Date of Birth: / /
e Phone Number:

Reason for Emergency Referral

[0 Severe dental pain O Facial swelling
[0 Dental trauma / injury O Possible abscess
[0 Broken tooth [0 Other (please specify):

Tooth/Area Involved

32|31 |30 29| 28 | 27 | 26 | 25 24 | 23| 22|21 | 20|19 18 | 17

Treatment Plan (i.e., fillings, extractions, denture. Please include surfaces and attach treatment plan if available)

Tooth # Suggested Treatment

Urgency Level

O Immediate — Same day/next day [ Urgent - Within 24 hours [0 Non-urgent — As soon as available

Radiographs / Records Provided

[J Sent via email O Printed copy given to patient I Not available

Additional Information/Medical Alerts Pertaining to Patient

Provider Name: Office name:

Signature: Date: / /




