
 
 

Endodontic Referral Form 
 This is to introduce: ___________________________________________________

 
Referring Doctor: _____________________________________________________

 
Appointment Date & Time: ____________________________________________ 
 

 
 
Please perform the following services: 

 Diagnosis/ Exam only  
    Treatment as Necessary 
 

 

 
   Root Canal Therapy  

 
   Apicoectomy  

 
   Provide Post Space  

 
   Regeneration

    Root Amputation 

 

Special 

THANK YOU! We truly appreciate your referrals! We promise to treat our
patients with state-of-the-art expertise and personalized care. Please call us
if you have any questions.

Instruction/Requests____________________________________________ 

G E R M Á N  L U E Z A S  D D S ,  M S

PLEASE BRING THE SLIP WITH YOU TO YOUR APPOINTMENT



 
 G E R M Á N  L U E Z A S  D D S ,  M S

3621 NW 63rd St. Suite H • Oklahoma City, OK 73116
Phone: (405) 607-2993 • Fax: (405) 607-2998

www.aeoklahoma.com


