
Date of Last X-rays: ___/____/____ : BW Pano

Please Call Patient, Phone #: ________________ Patient Will Call For Appointment

Dr. Jeanmarie A. Cosgrove, DMD | Dr. Stefanie Aquilina, DMD 
Board Certified Pediatric Dentists

44 Dale Road Ste 305 I Avon, CT 06001
 (860) 674-8417 | mail@pdcofavon.com

1st Dental Visit
Routine Dental Care
Restorative Treatment of Decay
Oral Rehabilitation under General Anesthesia
Frenectomy
Other: _____________________________________

Introducing Patient: ______________________________________________________ Birthdate: ________/_________/________

Referring Provider, Phone #: __________________________________________________________________________________

Procedure(s) Requested

Dental History

Comments:

______________________________________________________________________________________________________________________________________

Please email this referral and any x-rays to mail@pdcofavon.com. Thank you!

Please Circle Teeth
To Be Treated

Provider’s Signature: ____________________________ Date: _____/______/______

Other: __________

Treatment attempted Treatment not attempted

______________________________________________________________________________________________________________________________________


