
Introducing ____________________________ Date of Birth:___/___/___ 
Referring Doctor: _____________________________________________       673 Innovation Drive, Unit 7, Kingston, ON 
Ref. Date: ____________________ Patient Phone: __________________       Phone: (613)546-3500  Fax : (613)547-9249  
                  Email: admin@kingstonendodontcs.com  
Referral for:       Dr. Bobby Nadeau          Dr. Mark Prager       No Preference   
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Referral Request        Dental History 
 Consultation and treat as needed     Restoration 
 Endodontic therapy needed for proper restoration   Filling__________________When ________ 
 Endodontic retreatment       Crown_________________ When________ 
 Endodontic surgery       Prior endodontic treatment 
 Post and core         When_______________________________ 
 Root amputation        New crown to be made 
Dental/Oral Findings         
 Pain/Swelling  Apical radiolucency Additional information / comments/ instructions 
 Pulp exposure  Sinus tract   ______________________________________________ 
 Trauma/Crack   Periodontal condition ______________________________________________ 
Requested Coronal      ______________________________________________ 
Restoration   Other     ______________________________________________ 

Bonded resin core  Antibiotic prescribed ______________________________________________ 
 Amalgam core  Analgesics prescribed ______________________________________________ 
 Post placement  Radiograph(s) enclosed ______________________________________________ 

Bobby Nadeau



 
 


