
 

12774 COLORADO BLVD. #171 ● THORNTON, CO ● 80241 
PHONE: 303-457-3046 ● FAX: 303-457-9982 

 
 

Enter your information 
 

Email address: __________________________________ 
Practice name: __________________________________ 
 

Patient details: 
 

Patient Name: ___________________________________ 
Patient Contact Number: __________________________ 
Patient Date of Birth: _____________________________ 
 
Please note specific patient needs for referral, area of concern and teeth 
involved in needed treatment: 
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________ 

 
 
 
 
 
Please send all documents; radiographs, perio-charting and/or chart notes that 
pertain to needed treatment, including dates. Thank you. 

 
 

L O R I  T R E M B A T H ,  D . D . S .  P C  
F A M I L Y  D E N T I S T R Y  


