
#18 - 3919 Richmond Road, SW, Calgary, Alberta T3E 4P2
Business: (403) 242-9952   Emergency: 616-4377   Fax: (403) 242-6975

Date: __________________________________________________________________

Refer r ing doctor : _____________________________________________________

This  i s  to  in t roduce __________________________________________________
to your  o f f i ce  for  endodont ic  examinat ion of  tooth/ tee th  numbers :

_______________________________________________________________________

Patient Phone: Home_____________   Cell_____________   Work_____________

Please evaluate  for  the fo l lowing condi t ions/ t rea tment :

Per iap ica l  Rad io luscency Ret reat  Ex is t ing  RCT

Elec t ive  Endodont ics P lace Core Upon
Complet ion of  RCT

Post /F i le  Removal Tooth Accessed -
P lease Treat

Pu lp  Exposure - Other
P lease Treat

N O T E S :

Dr.  Tom Shack le ton D.D.S .

General Dentist
PRACTICE LIMITED TO ENDODONTICS
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