
Name:_____________________________________________ Date:_ __________________

Daytime Phone:_______________________________ Date of Birth:_ __________________

Referred by:___________________________________ Phone:________________________

Appointment Date:________________________________Time:________________________

Treatment Requested:
❏ Eval	 ❏ Root Canal Treatment	 ❏ Re-Treatment	 ❏ Apicoectomy

Symptoms/Indications:
❏ Hot/Cold	 ❏ Swelling	 ❏ Pressure	 ❏ Fracture
❏ Previously Opened	 ❏ Calcified Canals	 ❏ Pulp Exposure
❏ Endodontic treatment necessary for proper restoration

Please Specify Restoration:
Temporize and return for restoration:	 ❏ No Spacer	 ❏ Final Restoration
❏ Cotton and Cavit		  ❏ Teflon Ribbon	 ❏ Composite	
❏ Cotton + IRM			   ❏ Post Space 

Comments: __________________________________________________________

______________________________________________________________________

______________________________________________________________________

Please send X-ray(s) along with Referral

      (800) 997-7675 • FAX (814) 234-3413
EMAIL: info@pelkaendo.com  •  www.pelkaendo.com

o Jakub Pelka, D.M.D.   o Paramvir Guram, D.D.S.   o First Doctor Available
o 220 Regent Court, Suite F • State College, PA 16801 • (814) 234-2428

o 2685 Euclid Avenue • Williamsport, PA 17702 • (570) 322-0729
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