SSIEBGEI) 3143 East 29th Ave.

Spokane, Washington 99223

)

1 Phone : 509.536.5900
DentlStry Fax : 509.534.1015
Patient Referral Form
Patient Name :
First Last
Date of Birth :
Patient Contact :
Phone Number Email

Provider’s Name :

Office Name :

Return of Patient: [] Return of patient not required
[J As a patient of record, return to my office
Radiographs: [] Faxed to (509) 534-1015
[J Emailed to Xrays@sleepdentistryspokane.com
Sedation Reason: [J Extensive Dental Disease [J Developmental Disability
[] Dental Phobia L] Other:
L] Age / Behavior Management
Referred For: [J Extractions O Implant / Pre-Prosthetic Evaluation
[] Restorative [] Frenectomy / Apicoectomy
L] Endodontic Therapy L] Emergency Evaluation Pain/Swelling
LI Other:
Treatment Area: RIGHT A B C D E F G H | J LEFT
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Provider Notes / Existing Treatment Plan:

Please print and fax completed form to Sleep Dentistry of Spokane at (509) 534-1015



