
 
 
Date: _______________                                          
 

 
Patient Information 

Patient Name: ______________________ Parent/Guardian Name____________________________ 
 
DOB: _____________ Age: ____________ Phone Number: _________________________________ 
 
Address___________________________________________________________________________ 
 

Patient Insurance Information(or copy of card) 
 
Insurance Company/Address/Phone #_________________________________________________ 
 
Insurance ID Policyholder’s Name: ______________________DOB:__________________________ 
 
Policy ID#__________________________ Group #________________________________________ 
 

 
Referring Doctor/Office 

 
Doctor: ____________________________________OfficeName______________________________ 
 
Address_____________________________________ Phone #______________________________ 
 
Email: __________________________________ 
 
 

Comments/Reason for Referral 
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________ 
Please email all referrals and latest x-rays to kidsdentist@ntelos.net.   Thank you! 

mailto:kidsdentist@ntelos.net

