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 DATE:_____/_____/_____    

PATIENT NAME ____________________________________________________

PHONE NUMBER ___________________________________________________

EMAIL ____________________________________________________________

REFERRED BY DR. __________________________________________________

TOOTH# _________________________________________________________

TREATMENT REQUESTED:
 ▢ Consultation     ▢ Root Canal Retreatment
 ▢ Root Canal Therapy  ▢ Apicoectomy
 ▢ CBCT    ▢ Sedation   ▢ Other

PATIENT PRESETS WITH:
 ▢ Pain    ▢ Swelling
 ▢ No Discomfort    ▢ Other

RESTORE ACCESS WITH:
 ▢ Temporary   ▢ Post Space Preparation
 ▢ Composite   ▢ Post And Build-Up

COMMENTS:

Please email or fax this referral with radiographs. 
Emergency Appointment : Every attempt will be made to see your emergency patient the same day.

PATIENT’S NAME   __________________________________________________________________

TODAY’S DATE   _______________  / _______________  / _______________ 

REFERRED BY DR.   _________________________________________________________________

TOOTH #   ________________________________

TREATMENT REQUESTED
q  Consultation q  Root Canal Retreatment

q  Root Canal Therapy q  Apicoectomy

q  Other Service / Special Instructions   

 _______________________________________________________________________________________ 

RESTORE ACCESS WITH
q  Temporary q  Composite

q  Amalgam q  Post Space Preparation

COMMENTS    

___________________________________________________________________________________________ 

___________________________________________________________________________________________
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8987 Hersand Dr.  —  Burke, VA 22015

phone  703.503.0555       email   info@russoendodontics.com

www.russoendodontics.com

JESSICA RUSSO REVAND, DMD, MS

609 East Main St. | Suite P | Purcellville, VA 20132
Phone: 540.900.0970 | Fax: 540.767.5227

Email: info@purcellvilleendo.com


