
       
Specialist in Orthodontics for Children and Adults 

_____________________________________________________________________________ 
 
1117 West Tokay Street, Suite B                           Phone: (209) 334 – 9490 
Lodi, California 95240                                           FAX:      (209) 334 – 6891 
www.Lodiortho.com                 E-MAIL: smile@lodiortho.com 
_____________________________________________________________________________ 
 
Patient Name: ___________________________ DOB: __________ 
 
Referring Provider: ______________________ Date: ___________ 
 
Office Phone Number: ___________________________________ 
 
Reason For Referral:  
 
□ General Orthodontic Consultation  
□ Interceptive Orthodontics (Early Pre-Adolescent) 
□ Surgical Orthodontic Treatment 
□ Airway Focused Orthodontics 
□ Restorative/Prosth/Perio/Endo Focused Orthodontics 
□ Problem Focused Orthodontics  

□ Crowding / Spacing 
□ Overbite / Open Bite/ Underbite/ Crossbite 
□ Overjet / Protrusion/ Impinging Bite 
□ Missing Teeth / Supernumerary Teeth   
□ Impacted teeth  
□ Oral Habits/ Tongue Thrust/ Thumb Sucking  
□ Bruxism/ Mouth Breathing  
□ Narrow Arch Form/ Space Loss    
□ Supra-Eruption/Delayed or Failure to Erupt 
□ Trauma/Splint/Extrusion/Intrusion 

 
Comments: 
__________________________________________________________
__________________________________________________________
__________________________________________________________
__________________________________________________________ 
 

 


