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REFERRAL FOR ROOT CANAL

Date:   _______________________________________________ 

Patient Name:  ________________________________________ 

Date of Birth:  _________________________________________ 

Insurance Name:  ______________________________________ 

Member ID or SSI #: ____________________________________ 

Home or Mobile Phone:  ________________________________

Referring Doctor Name:  ________________________________ 

Office Phone: _________________________________________

Tooth #: _____________________________________________

Remarks / Notes:   _____________________________________        

____________________________________________________ 

____________________________________________________ 

____________________________________________________ 

____________________________________________________

REASON FOR REFERRAL:

o Patient has discomfort

o Previously opened

o Pulp exposure

o Periapical pathosis

TREATMENT REQUIRED:

o Root canal

o Retreatment of root canal

o Surgery

RESTORATION CEMENTED:

o Temporary

o Permanent

PLEASE PLACE:

o IRM temp filling

o Composite

o Build-up

_________________________________________________________________________________

Alliance Office
(817) 670-5151

2417 Presidio Vista Dr., Suite 200
Fort Worth, TX 76177

(Across from Aldi in the Presidio Towne Crossing 
Shopping Center where HWY 287 meets I-35W)
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