
2800 College Avenue, Alton, IL 62002 

Phone:  618-474-7149 
Fax:  618-474-7388 (attn:  Christen Kamphoefner) 

GRADUATE ORTHODONTIC REFERRAL FORM 

Date:  ___________________________________________________________________ 

Referring Dentist/Physician:  _______________________________________________ 

Address:  ________________________________________________________________ 

City/State/Zip:  ___________________________________________________________ 

Phone Number:  __________________________________________________________ 

Fax Number:  ____________________________________________________________ 

PATIENT’S NAME:  ______________________________________________________ 

Patient’s Date of Birth:  ____________________________________________________ 

Patient’s Address:  ________________________________________________________ 

City/State/Zip:  ___________________________________________________________ 

Patient’s Phone Number:  __________________________________________________ 

Orthodontic concerns, dental/skeletal malocclusion and/or additional comments: 
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