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Pediatric Dentistry Referral
Eastman Institute for Oral Health 625 Elmwood Ave. Rochester, NY
Phone: (585) 273-4538 | Fax: (585) 442-7504
Date:  	 / 	 / 	
Office Details

Referring Office: 	
Referring Provider: 	
Office Phone Number: (		) 		 
Office Fax Number: (	) 			 
Patient Details
Patient Name: 			
Date of Birth:  	 / 	 / 	
Guardian Name: 	
Relationship: ☐Mother ☐Father ☐	
Guardian Phone: (	) 	
Alternate Phone: (	) 	
Patient Address: 	
	
Dental Ins. Carrier/#: 	
Medical Ins. Carrier/#: 	
Primary Language: ☐English ☐Spanish ☐Other: 	
Patient Medical History
Select all that apply:
Special Healthcare Needs:
☐Autism	☐Down Syndrome
☐Cerebral Palsy	☐Other: 	
Behavioral Conditions:
☐ADHD	☐Anxiety
☐Other: 	
☐Blood/Bleeding Disorder – specify: 	
☐Accessibility/Mobility Needs – specify: 	
Other pertinent information: 	
Reason for Referral
☐Trauma
☐Swelling
☐Pain
☐Nitrous Oxide
☐Oral Conscious Sedation
☐General Anesthesia
☐Comprehensive Care
☐Caries: 	
☐Other: 	
Narrative: 		

Date of last exam:		 / 	 / 		 
Date of last radiographs: 	 / 	 / 		

(please email recent radiographs to DentalReferrals_Pediatrics@urmc.rochester.edu)
Patient to return to me for future care: ☐Yes ☐No
To be completed by Eastman Dental Provider

Date of Exam: 	 / 	 / 	
Number of required additional appts: 	

Plan of Treatment

☐ Tx w/o pharmacologic behavior management
☐ Referred to other division in EIOH:
 		
☐ Tx w/ Nitrous Oxide
☐ Tx w/ Oral Conscious Sedation
☐ Tx w/ General Anesthesia
		DDS/DMD
Signature: 			
The patient’s guardian will be contacted by our team to schedule the first consultation appointment.
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