
	
7030	N.	Shiloh	Rd.	#200	�	Garland,	TX	75044	
(469)	925	–	0861	�	FAX:	(469)	925	–	0865	
www.shinysmilespediatricdentistry.com	

	
	
Date	of	Referral:	_______________________________________________________________	
	
Referring	Office	/	Dentist:	________________________________________________________	
	
Address:	______________________________________________________________________	
	
Office	Phone:	_____________________________	Office	Fax:	____________________________	
	
	
	
	
	
Patient	Name:	______________________________________Patient’s	Date	of	Birth:	_____________________	
	
Parent(s)	/	Guardian(s)	Name:	_________________________________________________________________	
	
Contact	Number	of	Parent(s)	/	Guardian(s):	______________________________________________________	
	
Reason	for	Referral:	

q	Toothache	 	 	 	 q	Severe	Caries		
q	Behavior	/	Cooperation	Level	 q	Sedation	
q	Special	Needs	 	 	 q	Medically	Compromised	
q	Other	_____________________________________________	

	
	
Comments:	
	
__________________________________________________________________________________________	
	
__________________________________________________________________________________________	
	
	
Please	forward	any	available	radiographs	or	information	to	the	fax	number	above	or	email	to	
info@shinysmilespediatricdentistry.com	


