M Dr. Cody Heslington D.M.D.

Board Certified Endodontist
BLACK MOUNTAIN American Board of Endodontics
—ENDODONTICS—

Patient name: Date:

Kindly referred by:
Office phone:

Appointment date and time:

Please circle the tooth or teeth to be evaluated:

Upper
1 2 3 4 5 6 7 8|9 10 11 12 13 14 15 16
R
32 31 30 29 28 27 26 25 24 23 22 21 20 19 18 17
Lower
Requested treatment:
| Root canal therapy ] 3D imaging
| Retreatment | Please call to discuss
|| Evaluation only
Restorative request: Repair access with:
|| Place core build-up and | Composite

place post (if needed) || Temporary restoration

|| Prepare post space only

Comments:

|| Please mail treatment report [ | Please email treatment report

2% blackmountainendodontics@gmail.com ¢, 623-248-0899 15 623-248-9951

“® 21755 N. 77th Ave. Suite 1210 Peoria, AZ 85382

BRING THIS REFERRAL WITH YOU TO YOUR APPOINTMENT
T



