Referral Form for Pregnant Women to Receive Dental Care

Referred to: Date:

Patient’s Name: (First) (Last):

Known allergies:

Estimated delivery date: Week of gestation today:
Precautions: ___ None
Specify if any:

Patient may have (check all that apply):

Acetaminophen with codeine for pain control

Alternative pain control medication | Please Specify:

Amoxicillin

Cephalosporins

Clindamycin

Erythromycin (not estolate form)

Penicillin

Local Anesthetic with epinephrine

Other, specify

Name: Date: Phone:

Signature:

Do not hesitate to call with questions
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