
IVY DENTAL GROUP
DENTAL REFERRAL FORM

Phone: (916) 400-3552     |     myivydental.com

Please complete and send with any relevant radiographs or records.

REFERRING OFFICE

Referring Dentist / Office:

Phone: Email:

PATIENT INFORMATION

Patient Name: DOB:

Phone: Email:

REFERRAL REASON / REQUESTED SERVICES

Root canal treatment Endodontic retreatment Consultation

Extraction / oral surgery Dental implants Restorative

Emergency evaluation Other:

Tooth number(s) / area:

CLINICAL INFORMATION

Symptoms / Diagnosis / Notes:

Radiographs / Records: Attached Will send Not available

ADDITIONAL INSTRUCTIONS

Referring dentist signature (optional): Date:

Thank you for trusting Ivy Dental Group with your patient's care.



