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1004 W. Sterling Ave. 
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Telephone: (281) 428-1594, Fax: (281) 428-1596 

Email:  baytownprosthodontics@gmail.com 

www.BaytownProsthodontics.com 

 

DENTIST REFERRAL FORM 

I am referring: ________________________________ 

Please call patient/Patient will call your office 

Date of birth: _______/_______/___________ 

Patient phone:__________________________ 

Radiographs:  Sent with patient / E-mailed / Not available 

Reason for referral:  CT scan / Consult / Treatment 

Will patient be returning to your office for recare/maintenance?  Yes/No 

Please state the reason for referral in details   

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________ 

Are there any medical conditions that need attention? 

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________ 

Medications list: 

____________________________

____________________________

____________________________

____________________________ 

 

Allergies: _________________________________________________________________________________ 

 

Please mark teeth of interest on right image. 

Referring Doctor/Office Name/Location: 

______________________________________________

______________________________________________

______________________________________________ 

 

Date: _____/_____/_________  

http://www.baytownprosthodontics.com/

