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This is to introduce ________________________ _ 

for endodontic evaluation of: 
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Reason for referral: 

Patient has been informed that: 

□ non surgical root canal therapy required

□ surgical root canal therapy required

□ re-treatment of previous root canal therapy required

□ emergency treatment will be required

I have prescribed the following medications: 

Antibiotic 

Analgesic 

Anti-inflammatory 

Patient would be interested in: 
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□ Nitrous oxide □  Oral sedation □ IV sedation □ General anaesthesia 

Crown/Bridge is cemented 

D Temporarily D Permanently 

Need for full coverage discussed 

□ Yes □ No 

□ Please contact me personally
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