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Introducing:
Patient Phone: Date:

Tooth Number:
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O ENDODONTICS O PERIODONTICS
REASON FOR REFERRAL
O Root Canal Therapy O Post Space O Ridge Augmentation O Crown Lengthening
O Retreatment O Post Removal O Exposure of Impacted Teeth O Laser Therapy
O Endodontic Consultation O Exiraction (Mark teeth) O Pre-prosthetic Surgery O Biopsy
O Periapical Surgery O Socket Preservation O All-On-4
O Vital Pulp Therapy O Dental Implant placement O Periodontal Consultation
O Apexification O Sinus Augmentation O Gingival Recession
O SEDATION
COMMENTS:

REFERRING DENTIST (Please Fill Out Completely)

Referring Practice Name: Phone:
Referring Doctor Name: Fax:
Address: Email:

O Patient Will Call to Schedule O Please Call Patient to Schedule

APPOINTMENT:

Date: Time:

Location: Tooth Number: O Leave Post Space




