Growing Smies Pediatric Dentistry
Please provide all of the information below and fax/
email this form to:

Phone: (219)286-6148 | Fax : (219) 286-6149
Email: office@growingsmilesvalpo.com

Referring Practice/Provider:

Practice Name:

Provider/Doctor Name;

Phone; Email:

Patient Information:

Patient’s name: DOB: Gender:

Home Address:

City, State, Zip:

Phone;: Email;

Insurance Plan/Provider:

Reason(s) for referral (check all that apply):
X-Rays: [ Available/Enclosed [ Sent with patient [ Needed

O Pain OPathology

O Trauma O Sedation 123456738 9 10 11 1213141516
O Special Needs ~ [jGeneral Anesthesia
0O Rampant Caries [ Other

O Behavior/Age 323130292827 2625 24 23 22 2120191817
(1 Extractions

R L



https://dentistry.uic.edu/patients/resources
mailto:dentpediatrics@uic.edu



