
Introducing Patient___________________________________Age_____

Reason for Referral:

__Extensive Decay __Patient Management

__Space Maintenance __Fissure Sealant

__Fractured Tooth __Malocclusion/Oral Habits

__Pulp Therapy __Medical History/Special Needs

__Panoramic X-ray __Other (Specify Below)

__Sedation 

Remarks__________________________________________________

_________________________________________________________

_________________________________________________________

_________________________________________________________

_________________________________________________________

Referred by Dr._____________________________________________

Phone__________________________ Date ______________________
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 www.thechildrensdentalspecialist.com

The Children’s Dental Specialist 
Southbay
20930 Bonita Street
Suite Y
Carson, CA 90746
PH 310-327-7969
FAX 310-327-7981 

The Children’s Dental Specialist
Ladera                  
5035 W. Slauson Avenue
Suite G
Los Angeles, CA 90056
PH 323-296-0211
FAX 323-296-0213


