
	

PATIENT’S NAME: _____________________________________________ DATE: ___________________ 

APPOINTMENT DATE: _________________________________  APPOINTMENT TIME: __________________ 

REFERRING DOCTOR:___________________________________________________________________ 

 

CIRCLE TEETH FOR ENDODONTIC CONSIDERATION 

 

ADDITIONAL INFORMATION 
☐ X-RAY REVEALED RADIOLUCENCY 
☐ ROOT CANAL TREATMENT WAS STARTED 
☐ PATIENT IS HAVING PAIN, SWELLING, OR SENSITIVITY 

☐ ELECTIVE ENDODONTIC TREATMENT NECESSARY 
☐ EVALUATION FOR APICAL SURGERY 
☐ RETREATMENT 

POST TREATMENT RESTORATION 
☐ CORE BUILD-UP ☐ POST AND CORE ☐ PREPARE A POST SPACE ☐TEMPORARY ONLY

OTHER INSTRUCTIONS 
______________________________________________________________________________ 

______________________________________________________________________________ 

 

INFORMATION FOR PATIENT 

• TO SCHEDULE, CALL OUR OFFICE AT (256) 563-3005. FOR MORE INFORMATION VISIT CLOKEYENDO.COM. 
• BRING THIS REFERRAL FORM, VALID ID, AND INSURANCE INFORMATION TO YOUR APPOINTMENT. 
• HAVE INSURANCE INFORMATION AVAILABLE WHEN SCHEDULING. 

	 	

	

	

	

Clokey Endodontics, LLC 
405 S 5th St 
Gadsden, AL 35901 
	

Phone: (205) 563-3005 
Fax: (205) 563-3006 
Email: info@clokeyendo.com 
Website: clokeyendo.com 


