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Appointment Date Time

Tooth #

Please circle tooth (or teeth) to be evaluated:
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Reason for Referral:
____ Consultation and CBCT

____ Schedule for initial treatment

____ Failing previous Root Canal
____ Resorption
___ Possible Cracked Tooth

Please check all additional
information that applies:

___ Antibiotics have been prescribed
___ Pain meds prescribed

— History of trauma
___ Pulp exposure

— Pulpcap

—_ Root canal initiated

Remarks

Please have patient bring this form and insurance information to their appointment.

Restorative Requests:
___ Place temporary filling

___ Please place core buildup

___ Please place post and core buildup

Leave post space and temporize

Miscellaneous:
____ Please call prior to treatment
___ Crown/bridge is on with temporary cement

Patients are encouraged to visit www.aae.org for information regarding endodontic treatment.
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