
 
 
 

                                                                                                                 

 

 

Patient Name_________________________   Phone ___________________ 

Referred By __________________________  Date _____________________  

  Root Canal Treatment           Endodontic Surgery  

  Endodontic Retreatment           Endodontic Consultation 

 

 

Please Circle Tooth to be Treated 
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  Place temporary restoration              Composite Core 

  Leave post space          Amalgam Core  

  No orifice barrier           Place post and core  

 
Remarks:_______________________________________________________
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Appointment: ______________ 

 

Time: __________________________ 

Located in the Salmon Creek 

Medical Building 

SCOTT GEORGE, DMD 
Practice Limited to Endodontics 

2415 NE 134th St. Suite 311 
Vancouver, WA 98686 

 Phone: 360.576.5066        info@salmonendo.com 

Fax:     360.576.5059        www.salmonendo.com 
 

 

Scan this code with your 

mobile device for info 

and directions 


