
	
  

	
  

	
  

	
  

	
  

	
  

Referral	
  To:	
  Field	
  Endodontics	
  
	
  

Referring	
  Doctor	
  ________________________________________________	
  

Tooth	
  #	
  _______________________________________________________	
  

Patient	
  Name	
  __________________________________________________	
  

Patient	
  Phone	
  #_________________________________________________	
  

 The	
  patient	
  will	
  be	
  calling	
  for	
  an	
  appointment	
  
 	
  Please	
  call	
  this	
  patient	
  to	
  set	
  appointment	
  

Please	
  close	
  the	
  tooth	
  with:	
  
 	
  Temporary	
  filling	
  material	
  
 	
  Permanent	
  restoration	
  
 	
  Leave	
  post	
  space	
  
 Place	
  post	
  and	
  core	
  
 Other	
  __________________________________________________	
  
	
  
	
  

Information	
  Dr.	
  Field	
  needs	
  to	
  know	
  
___________________________________________________________
___________________________________________________________

___________________________________________________________
___________________________________________________________	
  

	
  
Please	
  fax	
  to	
  972.309.9401	
  

Or	
  email	
  to	
  fieldendofrontdesk@msn.com	
  
Phone	
  972.309.9400	
  

	
  


