
Completion of Treatment
Restorative Recommendation
Other: ____________________

PHONE CALL WRITTEN REPORT

White-Patient     Yellow-File

I would appreciate:

❏
❏
❏

❏
❏
❏

41250 12th St. West, Ste. A 
Palmdale, CA 93551
 Tel: (661) 267-0617
Fax: (661) 267-0621

palmdaleendo@gmail.com

Introducing: ____________________________________

Patient’s Phone: _________________________________

Referring Doctor: ________________________________

Doctor’s Phone: _________________________________

Appt. Date: Time: ________________________________

(Today’s Date) ____________

M A P  O N  B A C K

David Li, D.M.D. • Jung Lim, D.D.S.
Jason Gee, D.M.D.,Jenessa Oo, D.D.S.

Practice Limited to Endodontics and Micro-Surgery

❏ Eval # _____________
❏ RCT # _________________
❏ Surgical RCT #______
❏ Re-treatment #______

Antibiotics _____________________________

Analgesics _____________________________

❏ Post Space
❏ Build-up

Please Note: X·rays not necessary to send.

Please Perform

Patient was prescribed:

Comments:  _______________________________

________________________________________

Proposed Restorative 
Treatment Plan
________________________



Patient: Please plan on arriving 15 minutes
early to your first appointment for paperwork,

as we all  try to be on time to the best of our ability

Entrance Into 
Parking Lot

Our Office
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