
Referring Office
Email Address:

Appointment Time:

Referring Office:

Referring Office
Phone Number:

Patient Number:

REFERRAL FORM

9398 Viscount Blvd, Ste. 4B, El Paso, TX 79925
Phone: 915 595-1399 Fax: 915 642-6760

infoviscount@eprootcanals.com

1699 N Zaragoza Rd, Ste. B, El Paso, TX 79936
Phone: 915 900-2999 Fax: 915 703-7743

infozaragoza@eprootcanals.com

Date:

Referring Doctor:

Patient Name:

Appointment Date: AM / PM

Tooth #:
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Reason for Endodontic Referral Following Endodontic Treatment

Toothache/Swelling

Pulp Exposure/ Previous Pulptomy/ RCT
Endodontic Necessary for Proper Restoration
Periapical Pathosis

Comments:

Cavit / IRM Temp Filling

Prepare Post Space
Core Build-up / Composite

www.eprootcanals.com

Comments:


