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PEDIATRIC DENTISTRY
& ORTHODONTICS

TREATMENT REFERRAL

Date:
Patient name:

o

O Complete examination

O Cleaning and fluoride application
O Oral hygiene is not adeguate. Please emphasize good home care

al your next appointment
U Restoration(s):

) Please extract
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Referred by:

3775 Beacon Ave Suite 100, Fremont, CA 94538

Phone: (510) 791-0971 Fax: (510) 792-9870
Email: fremontoffice@pandadds.com

PANDADDS.COM




