
 
Children’s Dental Centre of Irving 

8870 N. MacArthur Blvd. #A-101 Irving, TX 75063 
Email: info@irvingchildrensdentist.com 

P: 214-484-3199 F: 214-484-3218 
 

 

Thanks for the privilege of working with your patients! 

Today’s Date: ___________________ 

Patient’s Name: ___________________________________  DOB: ______________________________ 

Parent’s Name: ___________________________________  Phone Number: ______________________ 

Parents Preferred Language (Circle One):   English                     Spanish 

Referring Office:  _________________________________ Phone Number: ______________________ 

X-Rays Taken?  NO    YES             Please email xrays to info@irvingchildrensdentist.com 

Reason for Referral: 

 Restorative Treatment 

 Sedation/Hospital Treatment 

 Icon (white lesion) treatment 

 Routine Recall Care 

 Laser Bacterial Reduction 

 Gingivectomy 

 Frenectomy 

 Other: _____________________ 
 

Additional Notes: 

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________ 
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