OU College of Dentistry

Patient Referral for Limited Treatment in Student Clinics

ALL INFORMATION MUST BE COMPLETED FOR REFERRAL TO BE ACCEPTED! 
E-mail most recent images/x-rays in jpeg format with referral form to Sabrina-Savage@ouhsc.edu
If this referral is for OMS or Implantology please visit our website dentistiry.ouhsc.edu – Labs and Referrals to refer to these clinics.
Patient Name: __________________________________ DOB: ________________ Preferred Language: _____________
    Patient Address: ____________________________________ City: ______________ State: __________ Zip: ________ 
    Patient Contact Number: ______________________________    
Pt. has Dental Insurance: Yes ____ No____ 
    If Yes: (Insurance Name): _______________________________________  
Parent Name (if patient is a minor): ____________________________________________
Referring Entity:

Referring Dentist Name:  ______________________________________________ Today’s Date: _______________
Office Address:  _____________________________________________________________________________________


Street




City                                 State                             Zip
Office Phone: ________________________________   Email: _____________________________________________  

Treatment Requested: All information in this box must be completed for referral to be processed: 

Please Note: Any request for 3 or more procedures will necessitate a comprehensive oral examination by OUCOD: 
Tooth #__________ Procedure Requested: ________________________________
Tooth #__________ Procedure Requested: ________________________________
Tooth #__________ Procedure Requested: ________________________________

      Comprehensive Oral Examination: (Mark if more than three procedures are needed)

Date Of Most Recent X-rays: ____________________________

Date of Patient’s Last Visit and Tx Performed: __________________________________________________________________________________________

Preferred Location:
OKC_____
Tulsa_____
Student Preference (if applicable):  ___________________________________________________________
My signature verifies that this patient is currently receiving comprehensive treatment in my practice and that I will provide the recommended follow-up care indicated.  I understand and agree that the College of Dentistry faculty may decline the referral based on treatment complexity or recommend that the patient be screened and accepted for comprehensive care as a patient at the College of Dentistry to complete the treatment requested if it is in the patient’s best interest to do so.

Referring Dentist’s Signature:  ________________________________________
College of Dentistry Use Only
Date: _____________   
Student Name: ______________________________   PSC: ___________________  

☐ D0140 Limited Oral Evaluation – Problem Focused

☐ D0150 Comprehensive Oral Evaluation
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