Patient’s Name(s):_________________________________________________

Date transfer was requested:_________________________________________

Transfer requested from (previous):___________________________________

                                                         ___________________________________

                                                         ___________________________________

Transfer to:  Atchison Dental Associates
                     111 N. 5th, P.O. Box 399

                      Atchison, KS  66002

                      Telephone:  913-367-0212

                      Fax:  913-367-6214

Please forward current x-rays and recent record of treatment.  Thank you.

                                                       Signature

