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Date:

Endodontic consideration needed for:

(patient name)
UPPER

LOWER

Remarks:

Post Room Required? oYes ©ONo

o Please evaluate

o Patient has pain, swelling, or sensitivity

o Endodontic therapy necessary for proper restoration

o Pulp was exposed

0 X-Ray revealed a radiolucency

o X-Rays supplied to: Hainesville@lakemoordental.com
0 Please Take All necessary X-Rays

A pre-operative consultation is required before a procedure can be performed.

Referring Dr. Phone #:

Referring Office:




