
224 South Geddes St
Syracuse, NY 13204

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

PEDIATRIC REFERRAL

Introducing: ____________________________________________DOB: ______________________

Telephone: ___________________________________Insurance: ____________________________

Parent/Guardian:___________________________________________________________________

Please circle the teeth or areas to be evaluated:

RIGHT LEFT

All treatment Under General Anesthesia

Comprehensive care: Please diagnose and treat all current dental needs and ask the patient to

return to our office afterwards

Transfer of Care: Please allow the patient to make Wilson Dental his/her permanent dental home

Special Needs Please specify: _____________________________________________________

Additional Comments:

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

Referred by: _________________________________________________________________________

Referring office: _______________________________________________________________________

Signature: ____________________________________________________________________________

Date: ___________________________Phone Number: ________________________________________
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