All Big Smiles L t e.

Start Little W% .

Dr. Christine Armenian, DDS CHILDREN’S DENTISTRY
How can we help you? Date

Little Wonder’s Name Date of Birth
Parent/Guardian Name Phone

Referring Doctor’s Name Phone

Reason for referral:

|| 1st Dental visit | | Trauma | | Sedation
|| Comprehensive Care | | Decay || Other
| Toothache | Special Needs

Please specify which tooth or area:
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Radiographs taken: Date:

Any additional information:




