
 
 

 
 

 
 

 
 

 
 

 
 
 
 

Introducing:_________________________________________      Age:______________ 

 

Referred by:_________________________________________   Date:______________ 

 

Reason for Referral: 
________________________________________________________________________________________ 

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________ 

 

Date of available x-rays:_______________________ 

 Given to patient   

 Sent via postal mail 

 Sent via e-mail   

 New x-rays needed 

 No x-rays available 

Follow-up: 

 I would like to be contacted to discuss 

 I would like this patient to return to my office for recall visits 

 Please continue to see this patient for all future recall visits 

 

Thank you for trusting us with your referrals! 

We will forward an examination summary after seeing your patient. 

 

 
1964 Fourth Street, Livermore, CA 94550 (on the corner of Fourth Street and L Street) 

 

Call our office at your convenience to schedule your child’s initial exam appointment.  During this 

appointment Dr. Creevan will provide a thorough dental exam, address your dental concerns, and determine 

the options and timeline for managing your child’s treatment needs.  We look forward to meeting you soon! 

 

For further directions or information about our office call 925-443-5980, or go to 

www.eastbaypediatricdental.com 
 

 

 

http://maps.google.com/maps?hl=en&bav=on.2,or.r_qf.&biw=1280&bih=929&um=1&ie=UTF-8&q=dr.+patrick+creevan,+4th+street,+livermore,+ca&fb=1&gl=us&hq=dr.+patrick+creevan,&hnear=0x808fe79f27fafebb:0x708972528a360a10,4th+St,+Livermore,+CA+94550&cid=0,0,10731583759289933877&sa=X&ei=zBmRUYjMAcbKiwLKsoGACw&sqi=2&ved=0CJwBEPwSMAA
http://www.eastbaypediatricdental.com/

