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DENTFISTRY

Date:
Patient : DOB:
Parent: Cell #:

Address:

X-Rays Sent with Parent?:

o Reason for referral?
o What have your experiences been with this child?

o —————————————————————————————————————————————————

o Any treatment already completed?

o Is there any relevant medical history we should be aware
of?

o FREE risk assessment for Early Childhood Caries?
Comments:

Referring dentist:

Email:
Telephone: Fax:

2880 Old Alabama Road, Suite 400, Alpharetta,
Georgia 30022
678-240-2777 Fax: 678-240-2782
info@smilemagicga.com
www.smilemagicga.com



