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EASTMAN

DENTAL





625 Elmwood Ave, Rochester NY. Fax: 585-442-7504



Date:  ___/_____/____                       

Referred By:  __________________________________
Fax Number: (      )_______

Patient Name: _________________________________           
Date of Birth:  ___/____/___                                                          
 

Parent/Guardian Name: _________________________ 
Phone: (        ) ___________                           
Patient Address: ________________________________
Alt Phone: (      ) _________
_______________________________________________
Dental Ins Carrier/#: ___________________    Medical Ins. Carrier /#: _________________
Patient to return to me for future care:           FORMCHECKBOX 
  YES
 FORMCHECKBOX 
  NO



Narrative: (please type or print legibly; Attach additional information if necessary)
_____________________________________________________________________________
_____________________________________________________________________________


(To be completed by Eastman Dental provider)
Dental Examination Date:  _____/_____/_____
         FORMCHECKBOX 
 Failed/Cancelled Appointment
Number of required additional appointments:  _______

Plan of Treatment: 

 FORMCHECKBOX 
  Treatment Plan without pharmacologic behavior management 

 FORMCHECKBOX 
  Treatment Plan with Nitrous Oxide  

Pending Faculty Approval for:
 FORMCHECKBOX 
  Treatment Plan with Oral Sedation 
 FORMCHECKBOX 
  Treatment Plan under General Anesthesia
 FORMCHECKBOX 
  Referred to other division(s) within EIOH _______________________________
___________________________D.D.S./D.M.D.     
___________________________ Signature                         Pager # ________________ 

