
PATIENT REFERRAL FORM

304 Locust Street          Harrisonville, MO  64701          p . 816.380.2222          f . 8 1 6 . 3 8 0 . 2 9 6 9

A World of Smiles
H a rrisonville Pediatric Dental Center
Shera A. Sims, D.D.S., P.C.

Patient’s Name: Birthdate:

Parent(s)’s Name(s): Phone Number:  (          )

I am referring this patient for:

A. Comprehensive restorative procedures, including recall.

B. Comprehensive restorative procedures, after which the patient will be seen on a regular basis 
back in this office.

C. Only the procedure(s) indicated below:

Appointment on: At:

Referring Doctor: Phone Number:  (          )


