
  

 
LIZ MONTERO, D.M.D.  

Board Certified Pediatric Dentist 

 
REFERRAL FORM 

 
Today’s Date:_____________  
 
Patient’s Name: _______________________________ Age:______________ 
 
Referring Doctor’s Name:__________________________________________ 
 
Referring Doctor’s Phone:_________________________________________ 
 
Reason(s) for Referral: 

☐1st Dental Visit ☐Toothache ☐Tooth Decay ☐Trauma ☐Special Needs 

☐Sedation/Anesthesia ☐Other ____________________________________ 
 

Radiographs:  ☐None Taken ☐Given to Parent/Pt ☐Please Take 
 
Comments:_____________________________________________________
_______________________________________________________________ 
 
 

  
 


