
PATIENT REFERRAL 

Patient Name  Date  

  

  Please provide evaluation only   Pain 

  Please provide root canal therapy   Swelling 

  Please provide apical surgery   Radiographic findings 

  Please provide retreatment of root canal   Crown 

  Please call following the examination   Permanently cemented 

Post Space       Yes        No   Temporarily cemented 

  
Referring Doctor  

  
Remarks:  
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