
  
 
 
 
 

Providing  Comprehensive  Dental  Care  for  Children 
utilizing  General  Anesthesia 

 
Donna Quinby, DMD, MSD 

 

Patient Name:  

Date of Birth:  Date of Referral:  

Parent/Guardian Name:  

Address:  

Phone (primary):  Phone (alternate):  

 
Referring Provider:  

Organization/clinic:  

Address:  

Contact phone/Email:  
 

Referral for a: 

□ Healthy Child □  
Child with Developmental 
Disability/Special needs □  

Child with Complex 
Medical History 

 

Additional Medical History and Information: 

 

 

 

 
Dental Treatment Needs Identified: 

 

 

  
 

Map / directions on reverse 
 

Thank you for your referral! 
 

206-524-1600 (ph) 4915   25th  Avenue NE  
206-524-1603 (Fax) Suite 205 
www.seattlespecialcaredentistry.com Seattle, WA   98105 

http://www.seattlespecialcaredentistry.com/


Seattle Special Care Dentistry 
Northcut Landing, West Building, Suite 205 
4915 25th Avenue NE 
Seattle, WA  98105 
206-524-1600  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

Directions: 

From I-5:  Take the 45th St. exit and head east past the University of Washington.  Go 

down the long viaduct ramp and turn right just before the signal light.  Merge briefly 

onto Montlake and turn right immediately at the first opportunity  

(NE 44th St.).   Turn right again at the signal light onto 25th Avenue NE.   

 

From the 520:  Take the Montlake Blvd. exit and head north past Husky Stadium.  Be 

in your left lane and “turn left” (=continue straight) onto 25th Avenue NE  

as Montlake veers to the right.  

 

We are a quarter mile up the block on the left side in the Northcut Landing complex, in 

the back (West) building.  It is across the street from the Office Depot, University 

apartments, and the Silver Cloud Motel.  Two levels of parking are underground.  Vans 

can drop off in the turnaround circle or park in the handicapped parking zone.  Take 

the West elevators to the second floor.   

 

Note:  The East building (street front) has an address of 5001 25th Avenue NE. 
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