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Pediatric Dentistry

Patient Information

Referral

Amanda Spitz, DDS, Pediatric Dentist
Certified, American Board of Pediatric Dentistry

Erin Winn, DDS, Pediatric Dentist

Referred By

Date

Age

Introducing My Patient

Date of Birth

Parent/ Guardian

Address

Address

Phone

O Radiographs Taken and E-mailed to info@simgkids.com (preferred)

O Radiographs Taken and Enclosed

O No Radiographs Obtained

Reason(s) for Referral /4

O Age

QO space Concerns/ Interceptive Orthodontics

QO special Needs

QO Restorative Needs
O comprehensive Care
O Limited Care

O Emergency Needs (i.e., abscess noted)

Tooth Number(s)

County Hwy 1
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O chippewa Falls Office
583 Lakeland Drive
Chippewa Falls, WI 54729
t 715-723-2000
www.simgkids.com

2012 Referral Pad Vertical Final.indd 1

Huy 53

* Frontage Rd

215t Ave W Knapp St

O Rice Lake Office
1701 W. Knapp Street, Suite C
Rice Lake, W1 54868
t715-475-1338
www.simgkids.com
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