PEDIATRIC DENTISTRY REFERRAL FORM

Dentist Name: DR. NESTOR D'ALESSANDRIA
Email: PediatricDentalLand@aol.com
Address: 8320 W Sunrise Blvd. Suite #210 Plantation, FL 33322

Patient Name:

Phone Number: 954-414-8018

FAX: 954-507-6805

Referring Doctor:

Patient Age:

Phone Number:

Parent Name:

Parent Phone:

Referred for (check all that apply):
U Space Maintainers

U Restorative Procedures

U Hospital Dentistry

U High Anxiety

U Pediatric Surgery (e.g., Frenectomy, Fiberotomies, Extractions)

U Other:

U Oral Consdious Sedation

U Pediatric Dental Home

Teeth to be treated:
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Verify Teeth to be treated:
Remarks:
Doctor's Signature Date

Confidentiality Notice: Health care informationis confidential; federal and state law prohibits discdosure without patient
consent. Theinformation contained in this form maybe confidential, proprietaryand/orlegally privileged informationintended
onlyforthe use of the individual or entity named above. If the reader of this documentis not the intended redipient, you are
herebynotified thatany copying, dissemination or distribution of confidential, proprietary or privileged informationis strictly
prohibited. If you have received this documentin error, please immediately notify the senderand destroyall informa tion

received.
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INSTRUCTIONS Complete and sign the referral form. Then send to the doctor via one
of the following options.

1. Email: Fill out the form. Print. e Scan the completed form and save as a JPEG or PDF file. ® Open your
email client and attach the saved (scanned) document. ¢ Send to the Office Email

2. FAX: Print the form. Then, Fax it to the doctor’s office (fax number on page 1 of this form or on the
DSI website).

4. In Person: Print the form. Give to the patient to deliver to the doctor’s office. Make sure parent calls
to book an appointment.



