
 

SPECIAL CARE CLINIC REFERRAL FORM 

Date_________________________ 

Provider’s Information: 

Referred by   ____________________________________ Clinic ______________________________________ 

Phone ____________________________ Fax _________________ Email ______________________________ 

Address____________________________________________________________________________________ 

____________________________________________________________________________________________ 

 

Patient’s Information: (Please attach Xray if applicable) 

Last Name _______________________ First Name ____________________ ID (Axium) ________________ 

Date of Birth_____________________________ Gender: Male     Female     Others 

Phone Number___________________________ Email_____________________________________________ 

Address____________________________________________________________________________________ 

Primary Insurance___________________________________________________________________________ 

 

Reason for Referral: (Please circle) 

Extremely Anxious   Unable to cooperate   Movement Disorder                                
Need Wheelchair/Lift   Others_______________________________________________ 

 

Additional Information 
____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________ 

Provider’s Signature______________________________   Date ____________________________________ 

 

UTHSC COLLEGE OF DENTISTRY 

SPECIAL CARE CLINIC 

875 Union Ave., Suite W217, Memphis, TN 38163  

Phone: 901-448-2998   I   Fax: 901-448-2999   I   Email: snc@uthsc.edu 


