
Date   ____  / ____  / ______ 

Patient name   ________________________  DOB   ____  / ____  / ______  

Parent/Legal guardian name   ___________________________________

Parent/Legal guardian phone   ( ________ )  _________  -  _____________

Referred by   ________________________________________________

Referring Dr.’s phone   ( ________ )  _________  -  ____________ 

X-Rays taken?     q  Yes        q  No

Reason for referral         * Please send clinical documentation.

	 q  Age (2+ years old)	 q  Behavior*

	 q  Dental anxiety*	 q  Failed oral conscious sedation*

	 q  Failed nitrous oxide*	 q  Failed local anesthesia*

	 q  Extensive dental needs (two or more quadrants)      q  Strong gag reflex

	 q  Medical history	 q  Other ___________________________

Referred treatment plan/Comments    _____________________________

__________________________________________________________

__________________________________________________________

__________________________________________________________

__________________________________________________________

843.695.6050               843.268.4411
info@sleepyowldentistry.com               www.sleepyowldentistry.com

2500 Charleston Hwy.   •   Cayce, SC 29172
624 Front St.   •   Georgetown, SC 29440

62 Bear Dr.   •   Greenville, SC 29605
9919 Dorchester Rd.   •   Summerville, SC 29485

Board Certified Pediatric Dentists


