SLEEP

Child Referral Form

Nicole Dahlkemper DMD

1203 Two Island Court, Suite 101
Mount Pleasant, SC 29466

Office 843.606.2477

Fax 843.884.1140
info@healthysleepcarolina.com

Patient Information

Full Name:

Last First M.I. DOB
Address:

Street Address City State Zip
Home Phone: Cell Phone: Email:
Parent/Guardian Name: Phone #

N

Dental Insurance: Y

Requesting Physician’s Name & Practice Name:

Practice Phone# Practice Fax#

Physicians Email

The patient is being referred for the evaluation of the following

symptoms

O Grinds Teeth O SpeechProblems
O Snoring O Tonsillectomy/Adenoidectomy
O Mouth Breathing Day/Night O ADHD
O Allergic Symptoms O DarkCircles Under Eyes
O Restless Sleep O Nightmares
O Frequent Headaches O Bedwetting
Additional Comments:
Physician Signature Date



