
Patient’s Name:_______________________________________________

Date

Referring Doctor:_____________________________________________

Appointment:________________________________________________
Time

   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  

Comments:___________________________________________________

Restorative Plan:______________________________________________

   Cone Beam CT

www.coloradorootcanal.com

   Examination

   Root Canal Treatment    Re-Treatment / Surgical

Dr. Robert McBride, DDS

13762 Colorado Blvd, #154


Thornton CO, 80602


Phone #: 303-920-9145

email: office@coloradorootcanal.com


Please Return with:    ○ Temporary      ○ Post Space        ○ Permanent Restoration

Patient’s Phone #:_____________________________________________ 


