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Niloofar Khalesseh, DDS, MMSc 
American Board of Pediatric Dentistry Date: _ _ _ _ _ _ _ _ _  _ 
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Please Email this form to manager@fusionpediatrics.com or Fax it to {972) 666-4944 
To reserve an appointment, please visit www.fusionpediatrics.com or call {972) 666-4949 

Referring Doctor Patient Information 

Office Name: ____________ _ Patient Name: ____________ _ 

Dentist Name: ____________ _ Cell Phone (Email): _ _ _ _ _ _ _ _ _ _  _ 

Office Phone (Website): _ _ _ _ _ _ _ _ _  _ Date of Birth: ____________ _ 
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Reason for Referral (Mark all that apply): 

D Perform Dental T reatment: 

Reason: 

D Combative D Recommend General Anesthesia D Too Young to Cooperate D Medical/Physical Disability 

Comments: 

D Records Emailed to manager@fusionpediatrics.com D Sent With Patient D None 
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