
 
 

PATIENT REFERRAL FORM 

Dr. Kristi Linsenmayer DDS, MSD, MPH 

Dr. Purva Merchant BDS, MSD 
(Pediatric Dental Specialists) 

945 Elliott Ave West 

Suite #101 

Seattle WA 98119 

Phone: (206) 743-8660 

Fax: (206) 743-8766 

www.seattlekidsdentistry.com 

 
Today’s Date: _______________ 

 

WELCOME to our children’s dental office with individualized care for infants, toddlers, children, teens & those with special 

health care needs. Our focus is on education, prevention & early management of disease. We take great pride in our 

expertise in managing children. Should you have any special requests, please inform us & we will do our best to 

accommodate them. 

  

INTRODUCING:  

 

Name:_______________________________________________________________________________________ 

                                                  Last                                                                 First                                                       MI 

 

□  Male      □  Female 

  

Child’s Birthdate:_________________________________Age:__________________________________________ 

  

Parent/Guardian: ______________________________________________________________________________ 

  

Phone: _______________________________________________________________________________________ 

  

Email Address:_________________________________________________________________________________ 

  

Dental Insurance: ______________________________________________________________________________ 

  

Referring Dentist:______________________________________________________________________________ 

  

Phone:_______________________________________________________________________________________ 

  

Reason for Referral: ____________________________________________________________________________ 

_____________________________________________________________________________________________ 

  

Current Radiographs: _____________________________Date: _________________________________________ 

  

 

Please email X-Rays & Referral Form to info@seattlekidsdentistry.com OR Fax to (206) 743-8766 OR snail mail 

to 945 Elliott Ave W, Suite #101, Seattle WA 98119. Thanks! ☺☺☺☺ 

 


