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Practice Limited To Geriatric Dentistry                                                                                Diplomate, American Board of Special Care Dentistry

Dental Referral Form


1. This referral is for:   (check only one)

a. ____  Complete Evaluation  (mark below)

b.
____ Emergency  (mark below)

2.   Reason for referral:  (check one or more)

___Evaluation of broken teeth/ “bad teeth”/ loose teeth/ decay

___Evaluation of bleeding gums/ infected gums/ painful gums 

___Evaluation of spot on gum/ cheek/ tongue/ palate

___Evaluation for weight loss/ temperature/ irritability/ restlessness/ not eating

___Evaluation of loose dentures/ broken dentures/ lost dentures

___Evaluation of bad breath

___Thorough exam, no specific concerns

___Other: ____________________________________________________________________

	Facility Name:
	«RefBy_Name»
	Date:
	

	Resident:
	«FName» «LName»
	Room number:
	

	
	
	
	
	


Patient Authorization
1. I authorize release of any and all information including medical and financial history to Texas Department of Human Services and Leonard J. Ledet, Jr., DDS.

2. I authorize the Nursing Home to release available “Applied Income” and Mesav information for dental services and responsible party name, address, and phone number to Leonard J. Ledet, Jr., DDS.  I also authorize the Nursing Home to provide Dr. Ledet a copy of the 1259/4808/1053 Payment Authorization Form when received from TDHS. 

3. I authorize release of dental treatment information to the Nursing Home staff and TDHS.

4. I give consent for new patient appointment, which includes comprehensive dental evaluation, x-rays, photos, appropriate hygiene and fluoride.

5. I authorize release of refunds from Medicaid for dental services, otherwise payable to me, to be PAID DIRECTLY TO DR. LEDET for dental services rendered as these funds are made available by Medicaid.  

	
	
	

	Resident , Responsible Party, or Power of Attorney          Signature  
	
	Date


Patient or Responsible Party must sign.
BOOKKEEPER SECTION:						Bookkeepers Initials:____________


                                                           Applied Income: $ __________________   Mesav included:________________


 


         ____Private Pay                                               NH Medicaid Program Type 14		Yes____ No____


   ____Full Vender                                              Disability/SSI Program Type 13		Yes____ No____


   ____CBA                                                          Is Resident on HOSPICE?			Yes____ No____


                                                                                  Does NH receive check / Trust Fund	Yes____ No____


                                                                                    Is Resident Current with facility?		Yes____ No____


                                                                                    If no, please explain:_________________________________


     Expected length of stay:


    Long Term _____	   Short Term/Rehab _______	  How long? ______________
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