
Patient Information
Patient Name: ____________________________________________________________
Date of Birth: __________________________
Parent/Guardian Name: ___________________________________________________
Email: ____________________________________________________________________
Phone: _________________________________

Referring Office Information
Provider/Office Name: ____________________________________________________
Phone: _________________________________
Date: __________________________

Reason for Referral
☐ Comprehensive Pediatric Exam
☐ Dental Caries Management
☐ Emergency/Trauma Assessment
☐ Sedation Consult
☐ Orthodontic Evaluation
☐ Other: _______________________________________

Radiographs / Records
☐ Sent with patient
☐ Emailed
☐ Please take new radiographs

Notes / Comments
__________________________________________________________________________
__________________________________________________________________________

Scan to schedule

Address: 6565 S Buffalo Dr, Ste 110, Las Vegas, NV 89113
Phone: (702) 623-8832 | 📠 Fax: (702) 623-8322

 Email: info@avocabodental.com
 Website: AvocaboDental.com

Thank you for trusting us with your patients!

Bo Kwok, DMD
Pediatric Dentist

Camy Kwok, DMD
Orthodontist
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