
ENDODONTIC REFERRAL 

Dr. Phil Kachanoski, D.M.D. 

4405 3rd Street 

Peachland, BC V0H 1X7 

(P)250-767-6411 (F)250-767-6416 

info@peachlanddental.ca 

 

 

Referral Source: __________________________________________________________ 

Office Phone #: __________________________ Fax #: ___________________________ 

 

Patient Name: ___________________________________________________________ 

Date of Birth: ______________________________ Male: ________ Female: ________ 

Phone #: ______________________ Address: __________________________________  

City: _____________________________ Postal Code: ___________________________ 

 

Dental Insurance Company: ________________________________________________ 

Name of Insured: ________________________ Employer: _______________________ 

Date of Birth: _________________Group #: _____________ ID #: __________________ 

 

Reason for Referral:  

 Tooth Number: ______ (Please include all relevant radiographs) 

_____Consult/Diagnosis/Treatment 

_____Complete Treatment Already Begun 

_____Retreatment 

_____Elective Endodontics 

_____Other: ________________________ 

 

Significant Medical/Dental Health Concerns: __________________________________ 

_______________________________________________________________________ 

 

Future Restorative Plans: 

_____Leave Post Space 

_____Close Access Permanently 

_____Other: ________________________ 

 

Signature: ________________________________________ Date: _______________ 


