
REFERRAL SLIP  
 
 

 
DATE: ___________________ 

INTRODUCING: ________________________________________________________DOB: ________________________ 

CONTACT NAME: ____________________________________________________ PHONE: ________________________ 

REFERRED BY: ______________________________________________________________________________________  

INSURANCE COMPANY: ________________________________ I.D. NUMBER: __________________________________ 

 

X-RAYS TAKEN?  � YES � NO    TYPE OF FILM(S): ______________________ DATE OBTAINED: ___________________ 

REASONS FOR REFERRAL: 

� SEDATION � APPREHENSIVE BEHAVIOR � EXTENT OF TREATMENT  � OTHER ________________________ 

TEETH AFFECTED: 

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

 

TREATMENT RENDERED/ATTEMPTED: 

� PROPHY � FLUORIDE � RESTORATIONS DATE: _______________________________________________ 

 

COMMENTS: 

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

PLEASE FORWARD X-RAYS TO EMAILS LISTED BELOW 

ALBANY PATIENT: frontoffice@pediatricden�storegon.com SALEM PATIENT: salem@pediatricden�storegon.com 

 
ALBANY OFFICE: 155 NW HICKORY ST #A • ALBANY, OR 97321 

PHONE: (541) 928-1509 • FAX: (541) 928-1522 • frontoffice@pediatricden�storegon.com 

________________________________________________________________________________________________________________________ 

SALEM OFFICE: 2020 COMMERCIAL STREET SE • SALEM, OR 97302 

PHONE: (503) 364-7545 • FAX: (503) 540-7911 • salem@pediatricden�storegon.com 


