patient name D'e
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referring doctor date endodontics
12345678\910111213141516
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REFERRAL REQUEST EXISTING RESTORATION

) 1. Endodontic consult only ) 1.None

) 2. Endodontic consult and treatment [ 2. Composite / Amalgyam

) 3. ReTx consult ) 3. Temporary crown

] 4.CBCT ] 4. Permanent crown

) 5. Call after consult, prior to treatment ] 5. Permanent crown with temporary cement
REASON FOR REFERRAL REQUESTED CORONAL TREATMENT

) 1. Lingerinyg pain to cold and/or hot ) 1. Temporary

) 2. Spontaneous pain [ 2. Postspace

) 3. Pain upon biting down or openiny ) 3. Final restoration

) 4. Swelling [ 4.0Other......

) 5. Radioyraphic lesion

) 6. Carious pulp exposure

) 7. Tooth previously opened

) 8. Previous endodontic therapy

) 9. Trauma, fracture, or avulsed

[_) 10. Cracked tooth syndrome
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STACI IANIRO | DDS

2559 Western Trails Blvd. A NORTH
Suite 302
Austin, Texas

78745

439.5755

TaniroEndo.com

NOTE: Patients can log onto our secure website and conveniently complete Patient Registration, Medical
History, and Pain History ONLINE prior to the appointment. Please contact our office for an ID & password.



