
Christopher Beninati, MS, DMD, MSD 
3432 Hillcrest Avenue, Suite 225  Antioch, CA 94531  (925) 756-6158 
 
ó Child  ó Adult 
 
Introducing: ________________________________________________ 
 
Patient Phone:______________________________________________ 
 
Reason for Referral: 

ó Early/Interceptive Treatment Evaluation 

ó Comprehensive Treatment Evaluation 

ó Orthodontic Surgical Treatment Evaluation 

ó Clear Aligner Treatment Evaluation 

ó Habit Correction 

ó Please call me before proceeding with Treatment 

     Last cleaning date: _______________________________________ 

       Cavity cleared?   Y / N (circle one) 

Remarks: __________________________________________________ 

__________________________________________________________ 

__________________________________________________________ 

__________________________________________________________ 

  
Please send current panoramic if available. 
  
Referred by Dr:                                                                Date:  __________________________________________________________ 
 
Referred by Staff Member:                                              Date: __________________________________________________________ 
  Please fax to (925) 756-2852 or email to smileheroortho@gmail.com 


