
 
 
  
 
 

 

 

Referred by Dr._______________________________  
 

Office Phone Number _________________________  
 
Comments:  _________________________________  
 
____________________________________________________________ 

 2300 W. Armitage Ave. Chicago, IL. 60647  
    p 773.697.4535 f  773.904.7873 
office@bucktownendo.com
www.bucktownendo.com

 

Introducing: _____________________________________________ Date: _________________________ 
 
Pa ent’s Phone #: _____________________________Appointment Date: _________________________ 
 
 Tooth / Area in Ques on Is:  

 
                                                 UPPER 

       Desired Treatment 
Evalua ons Only 
RCT 
Retreatment 
Apicoectomy 
Post Space  
Cone Beam (3D Scan) 

 

          History 
Pain 

 Swelling 
 Bite Sensi vity 
 Pulp Exposure 
 Periapical Lesion 
 Fracture / Crack 
 Trauma 
 RCT Ini ated 

R  L 
 1    2    3    4    5    6   7   8 9 10  11  12   13   14   15  16 

  32 31 30 29  28  27  26 25  24 23 22  21  20  19  18  17 

LOWER 

Addi onal Comments: _________________________
 

 
ucktown

Endodontics
Regina  Rocha, DDS, MS
Enida Haxhia, DDS, MS

Core Build Up


