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THE DENTAL
SPECIALISTS

Online Referral Reference Guide

The following instructions detail how to submit referrals to The Dental Specialists using the new electronic referral web

page. If you have any questions or need assitance, please contact the specialty office you would like the patient to be

seen at.
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The Dental Specialists Radio Drive
241 Radio Dr Ste A

Woodbury, MN 55125-2040
651-760-3661

Patient Referral

Refered To &

o Referred By
Last, First Name* J [Referral [Poctor
Practice Name [(optional)
[5500 North Main st
Office Address™ ‘
Cty. State Zip* [Roseville mu v [55113
Emai* [reuremailgemail.com
Procedure Requested” 6) Consultation

Tooth Number/Or Tooth Area™ 3.4.5

Tile ¥ Nickname

Last, First * [rones Jrom =
Address* [2215 13th Strest west

mn v [55311

Ciy, State Zp* [M=pl= Grove
Email™ [tomionas@email.com

Do You Have the Following:
@ Amoricilin Alergy
[7] Aspitn or Ibuprofen Allergy
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] Prolia

[C] Reclast

[C] Zometa

[7] Other Bisphosphonates
Check. if Applicable

[7] Cancer/Tumor Growth
[7] Chemotherapy/Radiation

[7] Communication lssue

T N ety P

Imegular Heart Beat
[7] Pacemaker
[C] Defibrilator
] Rheumatic Faver
LUNG PROBLEMS

Q..

Speciaty®

“The Dental Spedalists High Poii +

Endodontics -

Provider Name™ Law, Alan(DR1254) o

Referred Reason . &
o Type in any commants that sheuld be shared with the Refarring 2
Referal Note Doctor. {i.e. Patient will call you to schedule)
= 5
Patient Personal Information &
Bith Date™ [osrzarisza i o
Martal Status Single - i — -
Home = peamniary | Wok pesesos
Cell # [re-sssooo0 | Ern —
Student No -
School Name: [
Attachment

@ Moot s

[] Chronic Cough NERVOUS SYSTEM PROBLEMS e
[E corp [F] ADD/ADHD
[ Emphysema [T] Alzheimer's Disease

RGP VR PRIRN  O-C-1/: T CTURNIIE st S

o
7] Liver Disease

[7] Measles, Mumps, Chickenpox

BT L R e R
[ Atficial Joirts i

[C] Back Problems

[E] History of Skin Problsms
[] Joirt Problems

[Z] Muscle Problems

[] Premedication Needed [ Asthma [] Neck Problems
[C] Alcohel/Drug Abuse [ Bronchitis [] Ostecparesis @ =
o Referred By
Last, Airst Name™ ) [Refarral [Pocter
Practice Name [toptionan
Fields [5500 Horth Main St Enter a Zip Code and
Office Address™ i * ‘ select the City to auto-
with = are = populate the fields. Click

City, State Zip* required. [Roseville mn v [55118 the ' to close the

youremail@smail.com

Email*®

Procedure Requested®

Tooth Number/Or Tooth Area™

©)

MN - Falcon Hgts
MN - Lauderdale
MN - Roseville

3.4,5

MN - Falcon Heights

window.
Referred To )
9 — Using the Drop Downs,
Office™® Q The Dental Specialists High Poii * Select the Ofﬂce_
Specidhe Endodantics "~ | Specialty and Provider in
= the order illustrated.

Provider Name™®

@) Law, Alan(DR1254)

Referred Reason

Consultation x

Select the Procedure Requested
and Tooth Number.
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Referal MNote

Do You Have the Following:
Amaxicillin Allergy

[T Aspirin or Ibuprofen Allergy
[] Augmentin Allergy

[ Epinephrine Senstivity

S E At I BB ol e o

7] Sedatives/Barbiturates Allergy
[ Suffa Drugs Allergy
[7] Other Allergy {ist on Medical
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Title

Last. First *
Address™

City, State Zip*
Email*

Q -

Type in any comments that should be shared with the Referring a
Doctor. (i.e. Patient will call you to schadule)

Enter any pertinent patient
information that should be shared.

Patiert Personal information.

Mickname

[rom

———

[] Continue entering Patient
Personal Information.

[2215 13th Street west

—
Bth Date™ 08/28/1970 e I
|MED|E Grove MN * |S5311 Matal Status Single b 4 Sex Male ¥
[tomjonasgemail.com Home #% fEmmEE ek T a—
. = e e ]
Student Ha -
School Name [
Attachment . 7.
To send images or £
documents with the referral, .
select the Attach File icon  puscn e |

Attached files show as
an icon on the left side

Select Browse to find

[ Brawse._
of the screen the file(s) and OK to :
attach to the referral
{ | L g
Medical Aletts
0’ [7] Cancer/Tumor Growth NERVOUS SYSTEM PROBLEMS
[El | Chemetherapy/Radiation (Optional Section) Select any Medical ADD/ADHD
Communication lssus Alerts that should be shared Alzheimer's Discase
[F] Developmental Delay Anorexia/Bulimia
Leaming Problems [] Reactive Airway Disease Arvdety
Rl GRS P SIS T e B == T R e e NS
T =gy e B e T e o 1 e e e it e LY T R S e i A Py
Glaucoma [7] Leg Bypass Surgery Migraines
Large Tansils or Adencids GASTROINTESTINAL PRO Jar Dystrophy
Hay Fever/Seasonal Allergiss [ Acid Refix Once the On-Line referral is
= complete, click on Submit Referral
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