
Patient Name _____________________________________ DOB:___/_____/_______ 

Parent/Guardian Name _________________________ Phone: _____-________-______ 
Patient Insurance  TNCARE   Other ____________________________________________________ 

Reason for referral: Please check all that apply 

1st Visit      Age/Behavior      Trauma/Emergency/Toothache      Restorative Only 
 Extractions      Oral Sedation    Hospital Case      IV Sedation   Special Needs    

6000 Trotwood Ave 

Columbia, TN 38401 

Phone: 931-381-9721 

Fax: 931-381-3507 

Email: info@ChildrensDentalColumbia.com 

Office Hours: 

Monday-Thursday 

8-5pm (Lunch 12-1pm)

Friday 8-12pm

 Heather H. Owens, D.D.S. 
Gina H. Carney, D.M.D.

The Referring Dr. performed 

 Exam  Date: _______________ 

 Prophy Date: _____________  
 Fluoride Date: ____________ 

X-rays that you are sending

 Panoramic Date:___________ 

 BWX         Date:___________ 

 Periapical  Date:___________ 

Notes:__________________________________________________________
_______________________________________________________________
_______________________________________________________________ 

Referring Doctor: _______________________________ Date: ___/___/_____ 

Doctor requests phone consultation 

Confidentiality Notice: Healthcare information is confidential; federal and state law prohibits disclosure without patient consent. The infor-
mation contained in this form may be confidential, proprietary and/or legally privileged information intended only for the use of the individual 
or entity named above. If the reader of this document is not the intended recipient, you are hereby notified that any copying, dissemination, 
or distribution of confidential, proprietary, or privileged information is strictly prohibited. If you have received this document in error, 
Please immediately notify the sender and destroy all information received.  


