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Patient __________________________________ DOB _______________ Ph# ________________________

E-mail ___________________________________________________

Tooth to be Evaluated

Special Instructions:

____________________________

____________________________

____________________________

____________________________

____________________________

____________________________

____________________________

____________________________

____________________________

Referring Doctor:

____________________________

Signed _______________________

Date  ________________________

Restorative Instructions
  Place Cavit • IRM • NE Temp in access cavity
  Leave post space
  Place permanent restoration

History of RCT on Referred Tooth
  No
  Yes. When? __________________

Restorative Treatment Plan
  Build-up only
  Post & Core
  Crown

Reason For Referral
  Consultation only
  Periapical radiolucency present
  Pulp exposure
  RCT required for proper restoration
  Evaluation for endodontic surgery

Symptoms
  None   Crack
  Cold   Hot
 Biting    Percussion
  Palpation   Swelling

Radiographs
  PA.   Date taken __________________________________________  
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