
Referring Doctor Name:  

Parent/Guardian name:

Phone: (702) 401-8866
9260 S Rainbow Blvd #130 Las Vegas, NV 89139

Patient name: Date:

Phone number: DOB:

Please evaluate for: 

Dental caries Extraction Trauma/Emergency

Comments:

*Radiographs will be sent electronically to front@sohikids.com

sohikids.com

Referring Doctor Office:  

Phone Number:

https://maps.app.goo.gl/EBpYPo5P3wz2Hfno9

