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OU Dentistry ~ Faculty Practice Referral Form
1201 North Stonewall, Suite 494  ~  405-271-5714

Please Fax completed form to (405) 271-2405 or Email to: oudfrontdesk@ouhsc.edu
Please include this form and copies of front and back of patient’s insurance card(s)

Patient Name_________________________________ Date__________________________

Patient DOB______________ Home Phone______________ Cell Phone________________

Dental Insurance Carrier____________________________ SSN ______________________

Dental Insurance ID #____________________ Group #______________________________

Medical Insurance Carrier_____________________________(Necessary for Oral Pathology)

REFERRED FROM:

Referring Dentist______________________________ Email __________________________

Phone_____________________ Mailing Address___________________________________

Fax_______________________

Reason for Referral: (Please Circle All Applicable)

 Emergency		Non-Emergency		Patient Requests Second Opinion

Specialty Consult	     Specialized Treatment  	Specialized Treatment & Routine Care

Other_______________________________________________________________________

____________________________________________________________________________

Date of patient’s last visit at referring dentist’s office_________________________________

Will patient bring radiographs?_________ Will patient bring any diagnostic casts? _________


Thank you for thinking of OU Dentistry ~ Faculty Practice for your referral!
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