
 

Waldo Dental Care 
8043 Wornall Road 

Kansas City, MO 64114 
Main: 816-561-2273 

Fax: 816-216-1742 
info@WaldoDentalCare.com 

www.WaldoDentalCare.com 

 

Date: _______________________________ Telephone: ________________________________ 
Patient Name: ________________________ Parent/Guardian Name: ______________________ 
Date of Birth: ________________________ Email: ____________________________________ 
Patient Phone: _______________________  

Instructions/Notes: 
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SIGNED: _______________________________ DATE: __________________________________ 
REFERRING DOCTOR: _____________________ OFFICE NUMBER: ________________________ 
OFFICE E-MAIL: __________________________________________________________________________________ 

X-Rays (Please check):   ☐ Sent with Referral     ☐ Needs to be taken 

*Please upload a copy of this referral form and any relevant x-rays to: https://www.waldodentalcare.com/referral 


