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REFERRAL FORM 

 
Patient Name: __________________________________________________________ 
 
Referred By:  ____________________________________________________________ 
 
Reason for Referral: ____________________________________________________ 
__________________________________________________________________________ 

​I would like to be contacted to discuss 
​I would like the patient to return to my office for recall visits 
​Please continue to see the patient for future recall visits 

 
Date Radiographs Taken: _______________________________________________ 

Please email radiographs to hello@smilesquadchicago.com 
  
Comments: _____________________________________________________________ 
__________________________________________________________________________ 

         
1454 S Michigan Avenue, Chicago, IL 60605   

312-698-0078   
smilesquadchicago.com   
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