
Dr. Signature___________________________________________ Date _____________

Kaveh Zand, DDS, MS
Board Certified Endodontist

2021 K Street NW, Suite 522, Washington, DC 20006

Info@districtendodontics.com               202-847-3288               202-847-3803

Patient Name  ________________________ Referral Date ________________________

Referred by Dr. _______________________ Office Phone ________________________

Tooth # _____________________________ Appt Date/Time ______________________

REASON FOR REFERRAL: 
❏  Initial Endodontic Therapy ❏  Limited Field CBCT Scan
❏  Endodontic Retreatment  ❏  Other: ___________________________

PERTINENT INFORMATION (Please check all that apply):
❏  Restorability has been evaluated
❏  Antibiotics prescribed If yes please describe: _________________
❏  Pain medication prescribed If yes please describe: _________________
❏  History of trauma
❏  Pulp exposed
❏  Root canal initiated

RESTORATIVE INSTRUCTIONS (Please check all that apply):
❏  Preserve existing restoration ❏  Restore with core build up
❏  Seal access with temporary filling ❏  Leave post space

Comments:_____________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________ 

www.Districtendodontics.com


