
Referred by: _________________________________________________________________________________

Introducing: ________________________________________________________Age:____________________
Date of Birth: __________________________________Phone:______________________________________
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Special Remarks:___________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________

Thank you for your referral!

Reason for referral: Please check the box that applies

Comprehensive Evaluation
Emergency or  Limited Treatment

Sedation/General Anesthesia
Difficult Behavior

Other_____________________________________________________________________________________
Special Health NeedsDental Abscess

Radiographs: Given to Parent/PatientEmailed Please Take

Dental Restorations: Have Attempted Have NOT Attempted

Evaluate the Following Teeth/Area: Please Circle

Insurance:______________________________________________ID___________________________________
Subscriber:____________________________________________DOB_________________________________
Employer:____________________________________________________________________________________

7701 Trenholm Rd Ext     Columbia, SC 29223      803.736.6000

Dr. B. Brian Han     Dr. Felicia Goins     Dr. Lisbeth Poag     Dr.Varsha Kapoor     Dr. Carly Cotten

Carolina Children's Dentistry of Columbia

Please email to: referral@ccdcmail.com


