
‌ 
Tel:‌  ‌210-687-1444‌‌ ‌  
Fax:‌ ‌210-687-1445‌‌ ‌  
Email:‌ ‌‌Info@dentaloralcare.net‌ ‌ 

‌ 
‌ 

Dental‌ ‌Referral‌ ‌Form‌ ‌ 
‌ 

Thank‌ ‌you‌ ‌for‌ ‌referring‌ ‌your‌ ‌patient‌ ‌to‌ ‌Dental‌ ‌Oral‌ ‌Care.‌ ‌Please‌ ‌indicate‌ ‌the‌‌ 
specialty‌ ‌to‌ ‌which‌ ‌you‌ ‌are‌ ‌referring‌ ‌your‌ ‌patient.‌‌ ‌  

‌ 
Name:‌  ‌_________________________________________________‌ ‌ 

‌ 
Dob‌ ‌______________________________________________‌ ‌ 

‌ 
Contact#‌ ‌______________________________________‌ ‌ 

‌ 
Insurance‌ ‌information________________________________________‌ ‌ 

‌ 
Phone#‌ ‌______________________________________________‌ ‌ 

‌ 
Member‌ ‌Id#‌ ‌____________________________________________‌ ‌ 

‌ 
Group#‌ ‌_________________________________________‌ ‌ 

‌ 
Reason‌ ‌for‌ ‌referral‌‌ ‌  

‌ 
Extraction‌        ‌Filling‌     ‌Cleaning‌    ‌Endodontic‌    ‌Periodontal‌  ‌Dentures‌ ‌ 

‌ 
Implants‌   ‌Partials‌    ‌Crowns‌   ‌Orthodontic‌  ‌Other‌‌ ‌  

‌ 
‌ 

Primary‌ ‌Care‌ ‌Referral‌ ‌Name_________________________________‌ ‌ 
‌ 

Contact#‌ ‌__________________________‌ ‌ 
‌ 

Office‌ ‌Email‌ ‌______________________________‌ ‌ 
‌ 

mailto:Info@dentaloralcare.net

