
PATIENT NAME:     DATE :   

GUARDIAN NAME:    

PHONE:                                         EMAIL :

REASON FOR REFERRAL (CHECK ALL THAT APPLY)

     ORTHODONTIC EVALUATION

     EARLY INTERCEPTIVE TREATMENT

     CROWDING/SPACING

     CROSSB ITE / OVERJET / OVERBITE / UNDERBITE

     INVISALIGN / CLEAR BRACES

     RETAINERS

     ORTHOGNATHIC SURGERY EVALUATION

     OTHER

REMARKS FROM DENTIST:
     PLEASE CALL ME PRIOR TO STARTING TREATMENT

     PERIODONTAL CHARTING AVAILABLE

     PANORAMIC RADIOGRAPH NEEDED

     CURRENT PANORAMIC RADIOGRAPH AVAILABLE

REFERRING DR. :     PHONE:

REMARKS:

REFERRING OFFICE:
PLEASE EMAIL OR FAX A COPY OF THIS FORM TO OUR OFFICE AND SEND THE ORIGINAL WITH YOUR PATIENT.

THANK YOU FOR YOUR KIND REFERRALS.

SPECIAL IZ ING IN BRACES & INVISAL IGN FOR CH I LDREN, TEENS + ADULTS



INSTRUCTIONS FOR THE PATIENT OR PARENT:

> Call our office at 503-643-2614 to schedule
   a compl imentary consultat ion.

> If appl icable, have your dental insurance card    
   when you call our office so that we may help you    
   with your benefits if treatment is recommended.

> Pr ior to your in it ial consultat ion, please visit our 
   website at : WWW.DO-SMILES/CONTACT-US
   to complete our new pat ient forms.

> Pat ients under the age of 18 must be accompanied 
   by a parent or legal guardian. 

PLEASE BR ING TH I S FORM TO YOUR APPOINTMENT.

WE LOOK FORWARD TO MEETING YOU!

S C A N  T H I S  Q R  CO D E
for more information about our office and to schedule your 

complimentary initial consultation.

9700 SW Beaverton-H i l l sdale Hwy
Beaverton • OR • 97005


