UTHSC ORTHODONTIC REFERRAL FORM

Date: Referring Office:

Dentist/Hygienist/Staff Name:

Patient Name:

FIRST MIDDLE LAST

Date of Birth: Parent/Guardian Name:

Cell Phone Number: Alternate Phone Number:

Email:

Insurance Provider: TennCare:

Last Cleaning: X-rays available:

This patient is being referred for: Clinical findings:
General Orthodontic Evaluation Airway/Breathing Concerns Overbite
Facial Growth Disorder Missing Teeth Overjet
Early Interceptive Treatment Class Il Crowding
Clear Aligner Consultation Open Bite Spacing

Class Il
Crossbite/Functional Shift

Pro-prosthetic/Pre-Implant Treatment Space Maintenance

TMJ Disorder Evaluation Impacted Teeth

Habit Correction Growth/Skeletal Imbalance Speech Concerns

ooogoon

Facial Esthetics Ectopic Eruption

Other

Minor Tooth Movement
Other

ooogoogn
Oooogoogn

Remarks:

COLLEGE OF DENTISTRY

Graduate Orthodontic Program
875 Union Ave., S 301 | Memphis, TN 38163
t 901.448.6213 | f 901.448.8358 | uthsc.edu/dentistry/educational-programs/orthodontics

THE UNIVERSITY OF

I ENNESSEE The University of Tennessee is an EEQ/AA/Title VI/Title IX/Section 504/ADA/ADEA institution in the

HEALTH SCIENCE CENTER. provision of its education and employment programs and services.



