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Practice Limited to Endodontics and Micro-Surgery

Introducing: ____________________________________

Patient’s Phone: _________________________________

Referring Doctor: ________________________________

Doctor’s Phone: _________________________________

Appt. Date: Time: ________________________________

(Today’s Date) ____________

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

Completion of Treatment
Restorative Recommendation
Other: ____________________

PHONE CALL WRITTEN REPORT

White-Patient     Yellow-File

Antibiotics _____________________________

Analgesics _____________________________

❏ Post Space
❏ Build-up

Please Note: X·rays not necessary to send.

I would appreciate:

Please Perform

Patient was prescribed:

Comments:  _______________________________

________________________________________

❏
❏
❏

❏
❏
❏

M A P  O N  B A C K

72-650 Fred Waring Dr., Suite 207
Palm Desert, CA 92260 

Tel: (760) 340-3341 Fax: (760) 340-1088
pdendo@gmail.com

Proposed Restorative 
Treatment Plan
________________________




