
Date:

Please bring this card with you. Thank you.

Patient’s Name:

Referred by Dr.

Tooth in question

Remarks:

RIGHT

  

LEFT1      2       3       4      5       6       7       8 9      10    11     12     13     14    15    16
32   31     30     29     28    27     26     25 24     23    22     21     20     19    18    17

Day Date Time

AM
PM

Appointment

Please evaluate and perform the following:
Consultation and diagnosis
Consultation / Treat as necessary 
Root Canal Treatment

Retreatment
Endodontic Surgery
Prepare post space

Instructions to Patient
Please call for the �rst appointment.
If your dental treatment is covered by dental insurance, bring the
appropriate insurance forms with you to the �rst appointment
Please give 24 hours notice for cancellation.

History:
Pain
Pulp Exposure 
Other

Fracture/Cracked Tooth Syndrome
Apical Radiolucency
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