I would like to refer the following patient:

Patient Name

Patient Parent/Guardian

Patient Phone Number

Reason(s):

Extensive caries

Uncooperative a/or young age

Attempted treatment

Date of most recent radiographs: or (1 none

Radiographs sent with patient or [ will email

Patient will return to our office after treatment for
routine care

Referred by:

Remarks:

Dr. Michelle Kucera, D.D.S
530.272.9026

1061 E. Main St., Ste.101
Children’s Dentistry Grass Valley, CA 95945

nspiring Healthy Habits That Grow With Your Child caringtreechildrensdentisry.com
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