
  
ANDOVER PEDIATRIC DENTISTRY 

DR. MARITZA MORELL, DMD, MS, MPH 
DR. MELETIA LASKOU, DMD 

DR. QUYEN N. VU, DMD 
BOARD CERTIFIED PEDIATRIC DENTISTS 

For directions please see us at www.andoverpediatricdentistry.com 

 
100 AMESBURY STREET, SUITE 111, LAWRENCE, MA 01840 

(978) 682-3342 TEL    .      (978) 683-9394 FAX 
 

ONE ELM SQUARE, SUITE 1D, ANDOVER, MASSACHUSETTS 01810 
(978) 296-4964 TEL     .     (978) 296-4966 FAX 

  
 

REFERRAL FORM 
 

 
Date:_____________________ 

Child’s name:_____________________________________    Age:___________________________________ 

Parent/Guardian’s name: __________________________________________  

Parent/Guardian’s phone number: __________________________________________ 

Referring Dr’s name: _________________________________________ 

Referring Dr’s phone number_________________________________________ 

 

Why are you referring this child to a pediatric dentist specialist? Check all that apply. Please be specific. 

o Behavior o Possible Sedation/ General Anesthesia needed 

o Insurance o Complex Restorative Treatment 

o Medical History o Previous Negative Dental Experience 

o Trauma  

o Other  

  

Date of Last Prophylaxis: __________________________________________  

Date of Last Exam: __________________________________________  

Type/ Date of Last Radiographs: __________________________________________ 

 

Thank you for your referral. We hope to serve your patients needs in a prompt and effective way! 
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