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Reason for Consultation (Check all that apply) Date ...............

O Tooth Decay O Tongue or Lip Tie

O Anxiety O Laser Dentistry

O DPain / Swelling O  Silver Diamine Flouride Treatment

O In-office or Hospital General Anesthesia O  Second Opinion

O Sedation O Comprehensive Care / First Dental Visit
Radiographs

O Radiographs Enclosed O Radiographs with Patient

O  Please Take Radiographs O Radiographs Emailed
Referred by ... ....... e S B B L 8 S BRI LN ST AT RS A A —
Comments . ... ... s SR EEIEEFEEREE UPUEE B R e e e

Richfield, MN ph 612.866.4041 fx 612.866.4042 richfield@tailwindkids.com
Wayzata, MN ph 952.475.3135 fx 952.475.1936 wayzata@tailwindkids.com
tailwindkids.com



