Connecticut Department of Public Health Office of Oral Health  Home by One Program www.ct.gov/dph

Dental Services Referral Form
[ IReturn Reply Requested
Child’s Name:

DOB: /| [ JHUSKY [ Jself-pay [ lprivate insurance
(mm/ddlyyyy)
Please check box below that best represents referral source:

[ wic [ ] private physician [ ] general dentist
[ ] Early Head Start [ ] well-child clinic [ ] pediatric dentist
[ ] Head Start

Referred to: Date of referral: /|
Name:

Address:

Notes:

Referred by:

Address:

Date: / / RETURN REPLY SENT TO :

Name:

Address:
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Connecticut Department
of Public Health First Dental Visit By Age One

Thank you for partnering with State and Local Programs

Valuing oral health as essential to the overall health and well being of Children in the State of Connecticut
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