
P A T I E N T  R E F E R R A L
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Introducing:                                           Date:
     
Patient Phone #

Referring Dr:                                          Phone #

 PLEASE EMAIL COMPLETED REFERRAL TO OUR OFFICE

Portland Location
19265 SE Stark St. #A
Portland, OR 97233
P 503.666.9519

PortlandEast@SleepDentistry.com VancouverWest@SleepDentistry.com

Vancouver West Location
7202 NE Hwy 99 Suite #100
Vancouver, WA 98665
P 360.800.6609

This pat ient is being referred for sedation dent is t r y.
Comprehensive                    Limited

Seda t i on  f o r  t he  f o l l ow ing  s ymp toms :

Dental Anxiety
Fear of Needles
Dif ficulty Attaining Numbness
Complex Dental Needs
Strong Gag Reflex
Highly Sensitive Teeth
Previous Negative Dental Experience or Trauma
Special Needs
Other:

Comments:_________________________________________________

__________________________________________________________

VancouverEast@SleepDentistry.com

Vancouver East Location
1821 SE 192nd Ave. Suite #200
Camas, WA 98607
P 360.852.8515


