MILKTOOTH

pediatric

Amy Shah, DDS, MS
Please email xrays to info@milktoothdental.com

Thank you for your referral

Date
Patient Name DOB
Guardian Name Guardian Phone

Referring Doctor

Referring Doctor Phone

Patient will return for routine care I:I Please establish new dental home I:I

Reason for Referral

PLEASE CIRCLE TEETH TO BE EVALUATED

PERMANENT

32 31 30 29 28 27 26 25 | 24 23 22 21 20 19 18 17
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info@milktoothdental.com Chicago, IL 60612




