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Appointment date: Time:
Patient Name Patient Phone

Referring Doctor

Please circle tooth or area to be evaluated:
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HISTORY Treatment You Have Performed
a Pain a Pu|p Exposure O Occlusion adjusted
Q Apical Radiolucency QO Trauma U Sedative dressing placed
Q Swelling Q Prior Root Canal & Pulpectomy

Q Incision/drainage
O Rx Antibiotic
QO Rx Analgesic
Q None

Q Fracture Q Recent Filling
Q Periodontal Condition Q Subgingival Caries

TREATMENT PERFORMED IN THE ENDODONTIC OFFICE
0 Consultation/diagnosis only 0 Leave post space
0 Root canal treatment 0 Permanent restoration in access opening

REFERRING DOCTOR’S COMMENTS
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