
Pediatric Referral

ARE THERE ANY MEDICAL HISTORY CONCERNS PRESENT? IF YES, PLEASE NOTE:

RADIOGRAPHS INCLUDED? � YES   � NO IS SEDATION RECOMMENDED BY DENTIST? � YES   � NO

IS NITROUS RECOMMENDED BY DENTIST? � YES   � NO

Diagram of Primary Teeth
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Diagram of Permanent Teeth
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PLEASE EVALUATE AND/OR TREAT THE FOLLOWING:

PATIENT NAME: DOB:

PARENT/GUARDIAN NAME: PHONE #:

OFFICE PHONE:REFERRING DENTIST:

PATIENT/GUARDIAN EMAIL: DATE OF LAST EXAM:

REFERRING OFFICE: OFFICE EMAIL:

PATIENT’S LEVEL OF COOPERATION:

FORWARDDENTAL BAY VIEW
Cesar Gonzalez, DDS - Board Certified Pediatric Dentist 

3030 S Chase Avenue, Bay View, WI 53207 | 414-481-7400 | www.fdbayview.com
Please email completed referral and radiographs to FDBayView@mydentalmail.com
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(CIRCLE OR SELECT AREA TO BE TREATED.)

(please attach to email with referral)


