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Date:

Patient Name:

Patient Address:

Date of Birth:

Windsor Pediatric Dentistry

Jill Shonka, DDS

1299 W Main St

Windsor, CO 80550

Tel: 970-674-3247

Fax: 970-460-0865
www.windsorpediatricdentistry.com

Parent’s Home Phone:

Requested consultation/treatment:
[J Consultation Only
[J Consultation and Limited Treatment
[J Return to Referring Dentist
[J Comprehensive Care
Special Instructions:
[J Behavior/Age
[J Special Needs
[ Rampant Caries
-

Treatment Under Sedation or General Anesthesia

Parent’s Cell Phone:

*Initial exam at Windsor Pediatric Dentistry required prior to sedation or general anesthesia

Comments:

Please contact Windsor Pediatric Dentistry by Telephone to set up an appointment.

Were radiographs made (please circle)? Yes

Radiographs preferred on film, compact disc or electronic:

[J Enclosed

(1 Will be sent

[] Patient will bring
[0 None provided

Referring Dentist:

Address:

Telephone: Email:

Date of last prophy:




