Dr. Allison Greenberg, DDS

PEDIATRW DENTAL CENTER Board Certified Orthodontist
44 Dale Road Ste 305 | Avon, CT 06001

(860) 674-8417 | mail@pdcofavon.com

Introducing Patient: Birthdate: / /
Referring Provider Name: Date: / /
[0 Please Call Patient, Phone #: [ Patient Will Call For Appointment

Procedure(s) Requested

0 General Orthodontic Evaluation 0 Pre-Restorative Ortho

O Early Intervention/Phase 1 Treatment O Impactions

O Invisalign or Invisalign Teen 0O Crossbite 1 2 3 4 5 6 7 819 10111213 14 15 18
[0 Skeletal Discrepancy (CI lI/CI I O Open Bite R

0 Crowding O Thumb Habit, Tongue Thrust | AB'CD: E[F GH IE_
7 Spacing H TSRQP|ONMLK £
O Other: T Q T
Dental History 323130202827 2625/2423222120191817
Date of Last X-rays: ___/ / : O Pano [ Other:

0 Treatment attempted 1 Treatment not attempted

Comments:

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



