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EVALUATION /| TREATMENT REQUEST

Patient Name:

Date of Birth:

Parent Name:

Primary Phone:

Patient Insurance: (circle one) TX Medicaid | OK Sooner Care | Insurance | Private Pay

Referring Office: Treating Dr.
Office Address: Phone:
Fax:
Referring to: (circle one) Dr. Williamson Dr. Preece Dr. Viswanathan First Available
[ Medical Alert(s)
Date of last prophy: X-rays within the last year? Clves [J Nno Date:
PA | BWX | PANO Date: [J sending with patient or [ E-Mailing
Treatment Requested:
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PLEASE FAX THIS FORM TO 903.891.9339 0R E-MAIL TO: pediatricdentistryofsherman@gmail.com
AND GIVE YELLOW COPY TO THE PATIENT TO BRING TO THEIR APPOINTMENT

2803 Loy Lake Rd. ¢ Sherman, TX 75090 ¢ P: 903.892.2246 ® F: 903.891-9339
www.pediatricdentistryofsherman.com



