
Toothache 
Decay 
Trauma 
Special Needs 
Sedation / Anesthesia 

Extractions 
RCT 

Orthodontics 

Evaluation 

Other ___________________________ 

Radiographs: 

None available 
X-Rays sent with patients PANO date taken: __________ BWX’s date taken: __________ 

Comments:___________________________________________________________________________ 

____________________________________________________________________________________ 

Please indicate which teeth are to be evaluated (please mark clearly) 
    1     2     3   4      5     6   7  8       9    10     11    12     13     14    15     16 

 A     B   C      D      E       F       G       H       I        J 

 T      S  R      Q     P   O       N      M      L       K 

   32   31    30   29   28   27    26    25     24     23     22     21     20    19    18     17 

6211 West 30th St, Suite D • Indianapolis, Indiana 46224 • Phone (317) 299-0353 • Fax (317) 298-8196

Speedway Pediatric Dentistry Referral Form

Please complete the following referral page and send with patient, FAX to (317) 298 - 8196, and/or 

email to OFFICE@SPEEDWAYPD.COM. Images can be sent with the family or emailed to the office.

Date referred:      Name of referring office/Doctor: 

Referring office phone: Referring office email:

Patient name:       DOB:

Guardian name: Relationship to patient:

Guardian phone: Guardian email:

Does family have insurance? If so, name of of carrier:

Reason for referral:

Thank you! We appreciate your trust in us and this opportunity to coordinate patient care. 

                                       Dillon T. Wiley, DDS, MSD
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