
JOSHUA J. SOLOMON, DDS, MS 
REMYA NIRANJAN, BDS, DDS, MS

Specialists in Pediatric Dentistry

REFERRAL FORM
Patient Name ______________________________________________________________ Date _______________________

Referred by Dr. ________________________________________________________________________________________

 Routine Preventive Care    

 Restorative Care (with sedation/general anesthesia)     

 Specialist Consultation & Diagnosis re: 

____________________________________________________________________________________________________

_______________________________________________________________________________________________________

 I would like to be contacted to discuss      I would like this patient to return to my office for recall visits

 Please continue to see this patient for future recall visits

Radiographs:

Full mouth series available    Dated _________ 

Bitewing type available    Dated _________

Panoramic xray available    Dated _________

Emailed to the office at records@livermorekidsdentist.com (preferred method)

 Mailed to the office on ______     

 Parents will hand carry to the office

Comments:

______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

_______________________________________________________

Thank you for this referral! 
We will send an examination 
summary to you as soon as 
possible after seeing your patient.
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PEDIATRIC DENTISTRY & ORTHODONTICS OF LIVERMORE
Valley Care Medical Plaza

1133 E. STANLEY BLVD. SUITE 217 • LIVERMORE, CA 94550 • 925.447.1377 TEL
www.livermorekidsdentist.com
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