
Robert S. Croft, DDS, MS 
www.cool-smiles.com • (360) 883-3800 • Fax: (360) 213-0306

Introducing: ______________________________________  M: q   F: q   Date: ________________

Patient’s Phone Number: _____________________________   Date of Birth: _________________

Patient’s Address: _________________________________________   Zip: ___________________  

Responsible Party: ________________________________________________________________ 

Referred by Dr. _________________________________ __________________________________

Phone: ____________________________________

Last Prophy/Exam Date: __________________________ Last Pano Date: ____________________

Pending Treatment: _______________________________________________________________

________________________________________________________________________________

Patient is being referred for: 

q Comprehensive orthodontic evaluation

q Pre-orthodontic Guidance Program

q Specific concerns: ______________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

Salmon Creek
14201 NE 20th Ave., Ste. 3103

Vancouver, WA 98686

Cascade Park
234 SE 136th Ave., Ste. 105

Vancouver, WA 98684

Battle Ground
909 W Main St., Ste. 110

Battle Ground, WA 98604


