
Elias Haddad D.M.D., M.S. | Navid Akbar D.M.D., M.S.D.

One Visit Endodontics

Introducing:__________________________________ Referred by:________________________________ Date: ____/____/______

Tooth #: _____________ Root Canal Therapy 

Retreatment Surgical RCT/Apico

Restorative RCT 3D CBCT
Imaging

Consultation & Tx 

Consultation Only 

Existing Restoration: Restorative Request: 

Recent crown/restoration Post space 

Permanent crown temp cemented Core Build-Up

Temp crown/restoration No orifice barrier

Comments: 

_________________________________________________
_________________________________________________
_________________________________________________
_________________________________________________

Day: _________ Date: ________

Time: ________ Co-pay: ______

200 DAWSON COMMONS CIR., SUITE #240
DAWSONVILLE, GA 30534

Phone/Text: (706) 203-1176
DawsonEndo.com          Front@DawsonEndo.com

Patient Section:
Dear patient,
Please call/text to setup your
appointment: 

Bring With You:
1. This referral slip
2. Photo ID
3. Insurance card
4. Medication list


