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Date: Referred By: 

Patient Last Name: Doctor Phone #: 

Patient First Name: Doctor Fax #: 

Patient Phone #: Doctor Email: 

Patient Dental Insurance: Doctor’s Signature: 

 
         Please circle or check tooth #: 

 

 
 

 

 
 

                 

 
 
 

 
 
 
 
Please Verify Tooth Number(s):___________________________________ 
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          PATIENT NAME:_____________________________________________ 
 
          ❏  Diagnose  

           ❏  Treat 

        
                  
   ________________________________________________________________ 
 

   RADIOGRAPHS  ❏ Being Mailed     ❏ Given To Patient    ❏ No X-Ray      
                                ❏ Please Take      ❏ Emailed to info@windsordental.com   

 

Other Procedures Other Consultations 
Endodontics 
❏ Retreat # ____________________________ 

❏ RCT     #_____________________________ 
 
 
 
Oral Surgery 
❏ Alveoloplasty #_____________________ 

❏ Apicoectomy _________________________ 
❏ Biopsy____________________________ 

❏ Ortho Exposure # __________________ 

❏ Expose and Bond # _________________ 

❏ Extractions: 
Wisdom Teeth #s: ______________________ 
Other, #(s): ____________________________ 

❏ Frenectomy 

❏ Implants # ________________________ 

❏ Infection # ________________________ 

❏ Incision and Drainage _______________ 

❏ Lesion Evaluation __________________ 

❏ TMJ   
❏ Other:____________________________ 

Endodontics 
❏ Retreat #_____________________________ 
❏ RCT     #_____________________________ 
 
 
 Oral Surgery 
❏ Alveoloplasty #_____________________ 

❏ Apicoectomy _________________________ 
❏ Biopsy____________________________ 

❏ Ortho Exposure # __________________ 

❏ Expose and Bond # _________________ 

❏ Extractions: 
Wisdom Teeth #s: ______________________ 
Other, #(s): ____________________________ 

❏ Frenectomy 

❏ Implants # ________________________ 

❏ Infection # ________________________ 

❏ Incision and Drainage _______________ 

❏ Lesion Evaluation __________________ 

❏ TMJ   
❏ Other:____________________________ 
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