
REFERRAL FORM
Cupid Pediatric Sedation Dentistry

Sandra Oh, DMD
Board Certified Pediatric Dentist

3895 Johns Creek Pkwy, Suite A
Suwanee, GA 30024

770-679-8563
FAX:  770-679-8564

Thank you for your referral!
We are honored to be a part of your patient’s dental care.

Patient Name __________________________________________  DOB ____ / ____ / _____
Allergies / Medical Conditions __________________________________________________
___________________________________________________________________________

Parent 1 ____________________________ DOB ___ / ___ / ____ Relationship ___________
Email ___________________________________________ Cell _______________________
Street Address ______________________________________________________________
City __________________________________State ____________ Zip_________________

Parent 2 ___________________________ Phone ____________ Relationship ___________

Primary Insurance ____________________________ Member ID _____________________
Secondary Insurance __________________________ Member ID _____________________

Please email form to:  Referrals@cupidpsd.com

Patient inquiries to:  Info@cupidpsd.com 

Reasons for Referral:
❑ Extreme Anxiety/Fear
❑ Behavior Management
❑ Autism
❑ ADD/ADHD
❑ Failed N2O
❑ Failed Oral Conscious 

Sedation
❑ Failed IV Sedation
❑ Medically Challenged
❑ Mentally Challenged
❑ Extensive Treatment
❑ Other: __________________

Referring Doctor Information
Practice / Doctor Name __________________________________________
Address ______________________________________________________
Phone ___________________ Email _______________________________

Please Include the following:
• Treatment Plan
• Copies of X-rays or      specify if unable to take
• Relevant Clinical Notes

Today’s Date: ______________
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