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Remarks:  
 
 
 
 

Referring Doctor:    
Office phone:      Date:  

PLEASE SPECIFY REQUESTED RESTORATION

□ Temporize and Return for Restoration       □ Post Space Only       □ Pre-formed Post
□ Core Filling

SYMPTOMS

□ Hot       □ Cold       □ Pressure       □ Generalized pain in the: UR LR UL LL quadrant
□ Previous large/deep restoration       □ Pulp Exposure       □ Recent Treatment
□ Swelling       □ Previously opened       □ Possible root fracture/cracked tooth

X-RAYS

□ Sent with Patient     □ Sent via email to: frontoffice@endoisfun.com     □ Take as needed

REFERRING FOR

□ Root Canal Treatment       □ Retreatment of Root Canal       □ Apical Pathology
□ Apicoectomy       □ CBCT scan       □ Other  

DEBRA A. MEADOWS, D.D.S.
MATTISON I. DONALDSON, D.D.S.

Practice Limited to Endodontics
1881 Business Center Drive, Suite 7A, San Bernardino, CA 92408

Phone (909) 383-8931  |  Fax (909) 383-0516

You can fill out forms prior to your appointment by visiting:
www.endoempire.com

Click on Patient Info tab, drop down to Patient Forms and print out forms 1-4 
and bring them with you.

If you are unable to keep your appointment, please notify the office 48 hours in advance.

PLEASE BRING THIS REFERRAL TO YOUR APPOINTMENT

Introducing:       Appointment Date:  
Cell:      Daytime phone:       Time:  



visit our w
ebsite at w

w
w

.endoem
pire.com


