
 

 Surgery Length: ___________                    o MOR     o  AOR                         o  Screen                          o  Refused For Surgery           

  

 Comment: __________________________________________________________________________________________________ 

  ________________________________ Dentist Signature: _____________________________________    Date: _______________ 

MISSION CHILDREN’S DENTAL PROGRAM SURGERY REFERRAL 
11 Vanderbilt Park Drive,  Asheville,  NC  28803 

 (828) 213-1700 

PLEASE COMPLETE ENTIRE FORM AND FAX TO: (828) 213-1705 
 

Patients Name:  _________________________ ____  ____________________________DOB: __________     Gender: o M     o F  

                       (First)                  (MI)                          (Last) 

Mailing Address: ____________________________________________________________________________________________ 

                                     

Mother’s Name: ____________________________________Father’s Name: ___________________________________________ 

   (Guardian*)                 (First)                         (Last)                   (Guardian*)                       (First)                          (Last) 

Home Phone: _______________________ Cell Phone: _________________________ Work Phone: ________________________ 

*GUARDIANS MUST BRING PROOF OF GUARDIANSHIP TO APPOINTMENTS* 

Name of Other Contact _________________________ Phone Number: __________________Relationship: ___________________ 

 

Dental Insurance:  o Medicaid o Health Choice      o Other: __________________________________      o None 

Medical Insurance: ____________________________________    ** Please copy and fax front and back of insurance cards ** 

Is an interpreter needed?  oYes o No – If yes, language_____________________________ Is the child in pain? o Yes o No 

Medical Conditions: _______________________________________________________________________________________ 

Current Medications: ______________________________________________________________________________________ 

Known Drug / Medical Allergies: ____________________________________________________________________________ 

Examination on this child included:   � Explorer with radiographs    � Explorer only  � Visual only  � Unable to examine                           

Type of radiographs being sent:          � BWX      � Panorex      � PA      � Other_____________________ � None taken 

Carious Surfaces/Anticipated Treatment 

 

 

 

 

 

 

 

 

 

 

 

 

 

Reason child cannot be treated as an outpatient:      

� Uncooperative behavior due to age     � Amount of treatment required  � Uncooperative due to disability  

    � Uncooperative due to phobia                 � Other: _____________________________________________________________ 

Signature of Referring Provider: __________________________________________  NPI Number: ________________________                

Mailing Address: ____________________________________________________________________________________________ 

Office Phone: _______________________________Office Fax: ______________________________ Contact: ________________ 

Primary Care Physician (if other than referral source): ____________________________________________________________ 

                Practice Name___________________________________  Phone: __________________________Fax: ______________________ 

  Mailing Address: _____________________________________________________________________________________________ 

 

1    9/F  17  25/P  

2  10/G  18  26/Q  

3  11/H  19  27/R  

4/A  12/I  20/K  28/S  

5/B  13/J  21/L  29/T  

6/C  14  22/M  30  

7/D  15  23/N  31  

8/E  16  24/O  32  



 

 Surgery Length: ___________                    o MOR     o  AOR                         o  Screen                          o  Refused For Surgery           

  

 Comment: __________________________________________________________________________________________________ 

  ________________________________ Dentist Signature: _____________________________________    Date: _______________ 

MISSION CHILDREN’S DENTAL PROGRAM SURGERY REFERRAL 
11 Vanderbilt Park Drive,  Asheville,  NC  28803 

 (828) 213-1700 
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