ENDODONTIC REFERRAL
Dr. Phil Kachanoski, D.M.D.
‘ 4405 3" Street

P hY d Peachland, BC VOH 1X7
€aChidn (P)250-767-6411 (F)250-767-6416
dental centre 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:




