
224 South Geddes Street
Syracuse, NY 13204

315-423-9900 607-238-1276(Fax) contact@wilsondentalny.com

ORTHODONTIC REFERRAL

Introducing: ____________________________________________DOB: ______________________

Telephone: ___________________________________Insurance: _____________________________

Please circle the teeth or areas to be evaluated:

RIGHT LEFT

General Orthodontic Evaluation Overjet

Habit Correction Treatment Dental Spacing

Minor Tooth Movement Overbite

Dental Crowding Missing Teeth

Open bite Crossbite

Impacted Teeth Ectopic Eruption

Additional Comments:

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

Referred by: _________________________________________________________________________

Referring office: _______________________________________________________________________

Signature: ____________________________________________________________________________

Date: ___________________________Phone Number: ________________________________________

mailto:contact@wilsondentalny.com

