
763 Town Center Dr.
Oxnard, CA 93036
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INTRODUCING: DATE:

REFERRING OFFICE/DOCTOR: PHONE:

REASON FOR REFERRAL:

1ST DENTAL VISIT TRAUMA

OTHER:

TREATMENT HAS BEEN ATTEMPTED

TREATMENT HAS NOT BEEN ATTEMPTED

RADIOGRAPHS:

NOTAVAILABLE EMAILED/SENT TO OFFICE

Please bring this form and insurance information to your
appointment — or have them emailed/messaged prior to your arrival.

REMARKS:

SEDATION/ANESTHESIA

TOOTHACHE/INFECTION

ROUTINE DENTAL CHECK-UP

DECAY
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