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Prairiekic/sdental

infants to teens

Kimberly M. Gill, DDS, MS, LTD
Board Certified Pediatric Dentist

Today's date:

Patient (child) name: Date of birth (M/D/Y):

Parent name:

Referred by:

Referring phone #: ( ) -

Reason(s) for consultation:
O Age/Behavior

O Sedation may be needed for treatment (Nitrous oxide or general anesthesia)

O Other:

Radiographs and/or photos:
O Given to patient
O Sending to PKD

O Please take

Please circle teeth to be evaluated or treated:
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982 Galloway Rd, Galloway, OH 43119 | www.pkdkids.com | ph 614-870-1333 | fax 614-870-0333



