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Dr. Benjamin Farham, DMD

Date:

Patient Name: Patient Date of Birth:
Patient Phone Number:

Referred by: Phone Number: Email:
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Reason for Referral: Restorative Considerations:
o Pain Diagnosis and Treatment o Place Permanent Restoration
o Endodontic Retreat o Place Temporary Restoration
o Possible Root Fracture o Leave Post Space
o Resorption
o Other:
Comments:

Oregon Smile Care Center
2045 Madrona Ave SE 503-391-2848
Salem, OR 97302 patient@oregonsmilecare.com



