
  PATIENT NAME:

 
( 5 1 0 )  8 7 9  -  6 1 8 1   

Trauma

Sedation/ Anesthesia

REFERRING DOCTOR:

  DOB:

REFERRING DOCTOR'S PHONE #:

REASON FOR REFERRAL:

First Dental Visit

PHU LE, DDS - LITTLE GOLD FISH CHILDREN'S DENTISTRY

650 International Blvd, Suite A, Oakland, CA 94606 

info@littlegoldfishdental.com            www.littlegoldfishdental.com

NOTES:

Date: 

Space

Maintenance

Special needs

Other: _______________________ 

Toothache/

Emergency

Tooth Decay


