
board certified pediatric dentist Amanda Hankins, DDS

Introducing _____________________________________________ Date _________________
Referred by  _____________________________________________ DOB _________________
Phone number __________________________________________ Age __________________

Reason For Referral:
❑ 1st Dental Visit ❑ Trauma
❑ Hospital Treatment ❑ Conscious Sedation
❑ Lip or Tongue Tie ❑ Decay
❑ Other: __________________________________________

Radiographs:: ❑ None Taken ❑ Sent with patient

Significant Medical History: _________________________________________________
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We look forward to taking care of your sprouts!
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