
Date: ________________________
Patient Name: _________________________________________  Patient DOB:____________
Parent/Guardian Name: __________________________________________________________
Parent/Guardian Phone: __________________________________________________________
Referring Doctor/Office:__________________________________________________________ 
Referring Doctor’s Phone & E-mail: ______________________________________________
Additional Information: __________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

Reason for Referral:
(check all that apply)

__ 1st Dental Visit
__ Dental Pain
__  Needs Treatment
__ Sedation
__ Special Needs Patient
__ Other: _________________
___________________________

Radiographs:   __ Taken (please email to info@smileislanddental.com)
__ None available; please take                   

KATHRINA CARRASCO, DDS
Board-Certified Pediatric Dentist

8700 Preston Rd, Ste 126                            P: (972) 378-6762  F: (972) 378-6771
 Plano, TX 75024                                                            info@smileislanddental.com    

*PLEASE FAX OR EMAIL THIS REFERRAL FORM TO OUR OFFICE*


