
 
 
 

                                                                                                                                                     425 Citrus Tower Blvd., Suite #101, Clermont, FL 34711 
Phone 352.243.9930     Fax 352.242.99 

info@smile4medental.com​
 

 Referral Form  

Date: ________________________ 

Referring Office Information​
 ​ Referring Doctor:  ___________________________________________________________________​
​ Office Name:  ______________________________________________________________________​
​ Phone: ___________________________________________ Fax: ____________________________​
​ Email: ____________________________________________________________________________ 

Patient Information​
 ​ Name: ____________________________________________________________________________​
​  Date of Birth: ___________________________________ Phone: _____________________________​
​  Address: __________________________________________________________________________ 

Specialty Requested (check all that apply): 

​General Dentistry ​Sleep Apnea (Oral Appliance Therapy) 
​Periodontics ​ IV Sedation 
​Prosthodontics ​Consultation  

 

 

 

 

Reason for Referral / Clinical Findings 

 

Special Instructions / Remarks: 

 
Radiographs / Records Provided:​
 ☐ X-rays enclosed ☐ Sent electronically ☐ None 
 

 

We appreciate your confidence in our team and look forward to collaborating on your patient’s treatment. 

 


