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PHONE NUMBER

EMAIL

REFERRED BY DR.

TOOTH#
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TREATMENT REQUESTED:

L

O Consultation O Root Canal Retreatment
O Root Canal Therapy O Apicoectomy
O CBCT O Sedation O Other

PATIENT PRESETS WITH:

O Pain O Swelling
O No Discomfort O Other
RESTORE ACCESS WITH:
O Temporary O Post Space Preparation
O Composite O 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.
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