
Patient name:

Referred by Dr.
________________________________

Daryl A. Kwan, DDS, MSD

8250 Kenwood Road Suite A | Cincinnati, OH 45236
Office:  (513) 394-6299        www.kenwoodendo.com

_________________________________

_________________________________

Appointment Date:  _____________   Time:  ________  AM/PM

Patient is being referred for the following:

     Evaluation and Treatment         Consultation Only         CBCT

      Pulp exposure                           Previously initiated treatment
      Fractured tooth                          RCT needed for restorative
      Periapical radiolucency             Crown to be replaced
      Trauma date?  _________        Please call regarding patient

Comments:  _________________________________________
___________________________________________________
Antibiotics or analgesics prescribed:  _____________________

When treatment is complete, please:

      Prepare post space        Temporize         Restore as needed

Dr. Signature:  ______________________  Date:  __________
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