
 

 

6036 N Northwest Hwy, Chicago, IL 60631 

office@sproutchicago.com 

(773) 377-5658 

Fax: (773)423-9264 

 

DENTIST REFERRAL FORM 
 

Patient Information 
 

Patient’s Name: ______________________________________________________________________  

     Last    First    Middle 

Address: 

____________________________________________________________________________________ 

  Street     City   State  Zip 

Home Phone: _______________ Birth date: ____/___/_____ Age: _______  

 

Reason for Referral 

Restorative Needs:…………………………………………………………………………….  Yes     No  

Space Concerns / Interceptive Orthodontics:………………………………………………….  Yes     No 

Special Needs:………………...……………………………………………………………….  Yes     No  

Behavior:…………………...………………………………………………………………….  Yes     No 

Other: _______________________________________________________________________________  

 

 

 

Please list the teeth to be treated: __________________________________________________________ 



 

 

 

 

Patient Behavior 

 
How would you describe the patient’s behavior: ______________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

X-Rays 

 

X-Rays taken:………………………………………………………………………………….  Yes     No  

BW:………………………………………………………….   No    Yes   Date Taken:______________ 

PAN:………………………………………………….……...   No    Yes   Date Taken:______________ 

PA:……………………………………………………..…….   No    Yes   Date Taken:______________ 

 

Referring Doctor 

 

Referred by Doctor: ____________________________________________________________________ 

Doctor Office Phone: _(_____)_______-___________ 


