
                                                                                                                  Date

Patient Name          Age 

Referring Doctor

Referring Doctor Tel. No.

Reason for Referral:  q 1st Dental Visit q Toothache  q Decay  

     q Special needs    q Trauma       q Sedation / Anesthesia

Radiographs: q None q X-rays sent with patient q X-rays sent via email
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Please evaluate the following teeth (please circle)

Pediatric Dentistry of Fredericksburg
Justin S. Edwards, D.M.D., M.S.D.

1300 Thornton Street, Suite 101 • Fredericksburg, VA 22401
Tel: (540) 371-3222 • Fax: (540) 371-9539

Email: teeth@pdoff.com
Web: fredericksburgpediatricdentist.com

William Street

(540) 371-3222

1300 Thornton Street

Mary Washington CollegeMary Washington  Hospital

Mall

Our o�ce is conveniently located on Route 1, minutes from both Sta�ord and Spotsylvania Counties. 
You will �nd our o�ce in the College Heights Medical Building on Thorton Street o� Route 1 

(near Mary Washington College, directly behind Roberson’s Music Shop)
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