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Eagle County Smiles Referral
Send to: brooke@vvcf.org

Patient/Child Name:  _________________________________________	Date of Birth: _________________________________
Nombre del paciente							Fecha de Nacimiento	

Parent/Guardian Name: ______________________________________	Home Phone: _________________________________
Nombre del Padre o Guardian						Telefono de la Casa

Speaks Spanish Only? (Yes/No): _________________________________	Cell Phone: ___________________________________
Habla solo Española? (Si/No)						Telefono Celular

Mailing Address: _______________________________________________________________________________________________
Direccion de correo postal
No proof of residency or citizenship is required/No se requiere prueba de residencia o ciudadania

Email Address/ Direccion de correo electrónico: _________________________________________

Do you have transportation? (Yes/No): ___________________________	Total Monthly Income: _________________________
Tienes transporte? (Si/No)							Ingreso mensual de la familia

Dental Insurance? (Yes/No): ____________________________________	Medicaid? (Yes/No): ___________________________
Tiene aseguranza Dental? (Si/No)						Tienes Medicaid? (Si/No)

Date of Last Dental Visit: ______________________________________	Provider: ____________________________________
Fecha de ultima visita dental						Quien fue el proveedor

Is Child Experiencing Pain? (Yes/No): ___________		Swelling? ____________		Bleending? _____________________
Tienes el nino dolor actualmente? (Yes/No)			Hinchazon?			Sangrado?

Type of Visit Needed (Check One):     	 Urgent_______	 	Routine	__________ 		Preventive ___________
Que tipo de visita necesita			Urgente	 	 	De Rutina			Preventiva

Please describe current needs:
Por favor indique cualesson sus necesidades actuals: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Parent/Guardian Signature: _______________________________________		Date: _________________________________
Firma del padre o guardian							Fecha
__________________________________________________________________________________________________________________
Referring Agency/Name of Person: ______________________________		Date: _________________________________
Agencia/Nombre de quien fefiere							Fecha

Referring Agency Contact Phone: ________________________________		Email: ________________________________
Numero telefónica de quien refiere							Correo Electronico
************************VVCF AGENCY USE ONLY****************************
Name of Dental Provider: __________________________________	Date Referred: _____________________________
Name of Secondary Provider: _______________________________	Date Referred: _____________________________
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