~ Additional Notes:
GREGORY S. MYERS

DDS, MS, INC.

Referral Information to be Filled in by Referring Doctor

Today’s Date:

Referring Dentist:

Patient’s Name:

Tooth Number or Area in Question:

123 45 678 9101 12 13 141516
323130 | 2928 | 272625242322 | 2120 191817

Reason for Referral (Please Check Box)

a

Patient having pain, swelling, or, sensitivity
Please schedule root canal treatment

a

Patient having vague symptoms. Please evaluate and
treat as needed

Endodontics is necessary for proper restoration
Radiograph reveals pathosis

Pupal exposure

Endodontic retreatment

Trauma

Oooooaao

Apicoectomy

Tooth Information:

If the tooth has a restoration, has it been replaced recently?
O Yes 0 No

Does the tooth have a crown?

OYes [ONo [JPermanent [J Provisional

Has endodontic treatment been started?

O Yes 0 No

Are any of the following present in the tooth?

O Post [ Separated Instrument  [J Silver Points
Please prepare a post space

0 Yes 0 No

Please restore the access opening/perform the crown build up
OYes ONo

GREGORY S. MYERS
DDS, MS, INC.
6175 SOM Center Rd., Ste. 150
Solon, OH 44139
Phone: 440-248-3747
Fax: 440-248-3776
info@drmyersendo.com

www.drmyersendo.com

Doctor, please use the reverse side to give us any additional
information that may help us better care for your patient.
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Appointment Date:

Appointment Time:
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