
Patient Information
Patient Name: 

Responsible Party: Relationship to Patient:

Phone: Primary Language: 

Reason for Referral:

Relevant Medical or Dental History:

DOB:

DDMM YYYY

(###) ### ####

Referring Doctor: Phone: 

(###) ### ####

Select Location:

Please email the completed form to the respective office location email below:

• ballantyne@growingsmilesnc.com  

• garnerstation@growingsmilesnc.com 

• huntersville@growingsmilesnc.com

• madisonpark@growingsmilesnc.com 

• mooresville@growingsmilesnc.com 

• morrisville@growingsmilesnc.com

 


