
                                

 

 

Patient Referral Form 

Iconic Dental of Arizona 

Email: office@iconicdentalaz.com ATTN: Referral 

Phone: 602-485-0505          Fax: 602-485-5068 
 

Referring Office 

Practice: __________________________________ 

Doctor:   __________________________________ 

Phone:  ___________________________________ 

 

Patient Information 

Name:  ___________________________________ 

DOB:  ___________ Phone: __________________ 

Email:  ___________________________________ 

 

Reason for Referral 

☐ Implants   ☐ Oral Surgery  ☐ All-on-X          

☐ Full Mouth Rehab  ☐ Endodontics 

☐ General Anesthesia  ☐ IV Sedation              

☐ Medical Complexities ☐ Disabled Persons 

☐ Other:  _________________________________ 

Clinical Notes / Chief Concern 

___________________________________________

___________________________________________

___________________________________________ 

 

Records Included 

☐ X-rays        ☐ CBCT        ☐ Photos        ☐ Notes 

 

Scheduling Preference 

☐ ASAP / Emergency     ☐ Patient Will Call    

☐ Please Contact Patient 

 

 

Referring Provider Signature: 

__________________________   Date: ___________ 
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