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INTRODUCING:

patient name date of birth

Evaluate and Treat Tooth or Area(s)
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Endodontic Treatment Requested Coronal Restoration Requested

D Post Space
D Root Canal Treatment

. |:| Core Build Up
D Retreatment of Previous Root Canal

) |:| Post and Core
D Internal Bleaching

D Temporary Restoration

Medical Considerations:

Special Instructions:

Referring Doctor:

name date

Referring Clinic:

phone number email address

Dear patient,

Welcome to Captain Dental Endodontics services.

Your dentist has referred you for Endodontic evaluation of your tooth, due to a potential root
canal issue. At your consultation appointment we will perform a thorough examination and
discuss our findings in detail with you. We will discuss your treatment options together.

Please do not take any pain medication 6-8 hours prior to your consultation appointment (if
possible). This will increase the accuracy of our testing.



