
9907 SE Division St., Suite A
Portland, OR 97266
Fax: 503-762-2504

PATIENT REFERRAL

Patient Name_ ______________________________________ 	Phone________________________ 	

Insurance___________________________________________ 	 DOB________________________

Referring Dr._______________________________________ 	 Date________________________

Appointment Date ___________________________	 Time______________________

Tooth # (Area) _ ___________________________________________________________________

¨	 Consultation Only

¨	 Consultation and Treatment

¨	 Previous Root Canal Treatment        How Long Ago?_____________________

Restorative Plans_________________________________________________________________

Please indicate post-treatment coronal seal preference

¨	 Temporary Filling Only     

¨	 Leave Post Space

¨	 Coronal build-up with Amalgam or Composite         

¨	 Other

Health History: Any serious health concerns?________________________________

Any reason to pre-medicate?	 ¨ Yes	 ¨ No

Will patient need oral sedation?	 ¨ Yes	 ¨ No

Comments__________________________________________________________________________ 	

_____________________________________________________________________________________ 	

_____________________________________________________________________________________

¨	 Please send additional referral pads

2425 SW Vermont St.
Portland, OR 97219  

Fax: 503-841-5322

Tel: 503-762-2500
DrVy@WestCoastEndodontics.com

Christina H. Vy, D.M.D.
Endodontic Specialist
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