
 

 

Pregnancy & Infant Dentistry 

625 Elmwood Ave, Rochester NY.  

Fax: 585-341-6966 Phone: 585-341-6888 

 
 

Date:  ___/_____/____                         

 

Referred By:  __________________________________ Fax Number: (      )_______  

 

Patient Name: _________________________________            Date of Birth:  ___/____/___                                                         

  

Phone: (        ) ___________                            

 

Patient Address: ________________________________ Alt Phone: (      ) _________ 

 

_______________________________________________ 

 

Dental Ins Carrier/#: ___________________    Medical Ins. Carrier /#: _________________ 

 

Patient to return to me for future care:            YES   NO  

 

Date of Last Comprehensive Exam:  ___/____/___ 

 

Patient’s Due Date: ___/____/___ 

 

Does the patient have current dental concerns? :            YES   NO   

  

 

Narrative: (please type or print legibly; Attach additional information if necessary) 

 

_____________________________________________________________________________ 

 

 

_____________________________________________________________________________ 

 

 

 

 

 


