
 
 Board Certified Specialist in Pediatric Dentistry 

Today’s Date   ________________________________ 

Patient’s Name   ________________________________ 

Parent’s Name  ________________________________ 

Parent’s Phone Number ________________________________ 

Referred by Dr.   ________________________________  Phone ___________________________ 

 

Comments and special instructions 

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________ 

Date of last bitewing x-ray _________________________   

Date of last panoramic x-ray _________________________ 

Will e-mail to info@westportkids.com (preferred) 

Sent with patient 

Please take appropriate x-rays 

 

 

 

305 Post Road East, Westport, CT 06880 

Tel: 203-226-5500 

E-mail: info@westportkids.com 

Website: www.westportkids.com 

 

mailto:info@westportkids.com
mailto:info@westportkids.com
http://www.westportkids.com/

