
 

PATIENT REFERRAL 
 Dr. Lisa Coveney  Dr. Geoffrey Grant  
 Dr. Lori Lee Santos  Dr. Cara Yu  
 No Preference    

Date  

Referred By  

Referral Phone  

Patient Name  M F 
Date of Birth  Age  
Telephone H  C  
Reason for Referral/Comments: 
 
 
 
 
 
Radiographs Yes, Enclosed Yes, in Mail 
 X-Rays Emailed Not Possible 
 Refer back following treatment completion 

Please forward this portion to Child’s Play upon day of referral 

 
Child’s Play Pediatric Dentistry 

#220 – 7150 200 Street, Langley, BC  V2Y 3B9 
T: 604.514.3884 F: 604.514.3883 

E:  office@childsplaydentistry.com 
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