
□ Special Health Care Needs
□ Other: _________________

□ Trauma
□ Sedation/General Anesthesia Evaluation

□ Cooperation

Patient Name: _______________________  Date of Birth: ___/___/____
Referring Doctor / Practice:  _________________________________________ Date:___/___/_____ 

Referring Doctor’s phone:  __________________________ email: _________________________ 

X-rays will be sent to xray@CarolinaPedo.com? □ Yes □ No   Last Cleaning Date? ___/___/_____

Reason for Referral:  □ Toothache   □ Caries    □ Extractions     □ Space Maintenance

Parent/Guardian Name: _____________________________  Contact number: _________________ 

Address: _______________________________________ Insurance information: __________________
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