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PATIENT REFERRAL

Patient Name  ____________________ Date  ______________________  

Parent (if applicable)  _______________ Dr.  ________________________

O  Please call to schedule O  Please email to schedule

Phone number ____________________ Email ______________________

AREAS OF CONCERN

O Crowding O Spacing O Overbite  
O Underbite O TMJ O Crossbite 
O Impaction O Space Maintenance O Pre-prosthetic
O Other _____________________________________________________

RESTORATIVE TREATMENT STATUS

O  Up To Date  O  Treatment Pending
O  Interdisciplinary (Awaiting Consultation)

RADIOGRAPHS AVAILABLE O Pano O BW/PA’s O Other 

COMMENTS  _________________________________________________

____________________________________________________________

____________________________________________________________

Christopher Spain, DDS, MSD
Specialist in Orthodontics for Children and Adults

Spain Orthodontics
19929 Ballinger Way NE Ste 201

Shoreline, WA 98121
(206) 693-3123

www.spainortho.com
facebook.com/spainortho
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