
 

 

 
12651 W Sunrise Blvd, Ste 300,	Sunrise, FL 33323 

Telephone: (954) 365-3636 (ENDO) 
Fax: (954) 365-3637 

E-mail:	info@axxonendodontics.com 
 

ENDODONTIC REFERRAL FORM 
REFERRING DOCTOR INFO: 

Doctor Name:      Practice Name:      
Phone:      Email:       
Date of Referral: MM/DD/YYYY  

 
PATIENT INFO: 

Patient Name:      Insurance / Carrier ID:      
Phone:      Email:      
Date of Birth: MM/DD/YYYY  

 
TOOTH / AREA OF CONCERN: 
R                                                                      L 

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 
☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ 

☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ 
32 31 30 29 28 27 26 25 24 23 22 21 20 19 18 17 

 
Symptoms:   
☐ Pain to Cold/Hot   ☐ Pain on Biting   ☐ Suspected Crack   
☐ Pulp Exposure    ☐ Swelling   ☐ Sensitivity   
 
Any Prior Care:  
☐ Pulpotomy Completed  ☐ Access Opened     ☐ Trauma History 
 
REQUESTED SERVICE: 
☐ Consultation & Evaluation Only   ☐ Evaluate and Treat as Necessary 
☐ Initial Root Canal Treatment                                 ☐ Root Canal Retreatment 
☐ Apicoectomy / Surgical Endodontic    ☐ Post Space / Core Placement 
☐ CBCT 
 
POST-TREATMENT RESTORATIVE PLAN: 
☐ Place permanent core buildup    ☐ Place temporary restoration only 
☐ Prepare post space     ☐ Internal Bleaching 
 
RADIOGRAPHS & NOTES: 
☐ X-rays emailed   ☐ X-rays sent with patient   ☐ Please take new X-rays 
 
Clinical Comments:  

      
      

 
Referring Doctor Signature:  

      
 


