
Date: _____________________________________

Introducing: ____________________________________________________   Age: ____________

Contact Person (Name): ____________________________________________________________

Contact Person (Phone): ____________________________________________________________

For: ¨ Comprehensive Orthodontic Examination
¨ Limited Orthodontic Treatment

Comments: 

Referred by Dr: ___________________________________________________________________ 

Date of last exam and cleaning:  _________ / ________ / __________

Any pending restorations?   ¨ None    ¨ Yes __________________________________________

W h e r e  B e a u t i f u l  S m i l e s  A r e  M a d e

¨ Panoramic Film Available

¨ Date _______  / _______  / ________

¨ Panoramic Film e-mailed

Or Fax to: Bremerton 360.415.9408 ~ Port Orchard 360.895.8636
R e f e r r i n g  D o c t o r

Pa t i e n t  C o p y

Specialist in Orthodontics for Children & Adults

1425 NE Franklin Avenue 
Bremerton, WA 98311
360.479.2323

1941 Pottery Avenue
Port Orchard, WA 98366

360.895.2039

info@KitsapSmiles.com
www.KitsapSmiles.com

Jennifer L. Ashmore, DDS, MSD

Please email to: info@KitsapSmiles.com
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