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Dr. Benjamin Farham, DMD 

 

Date:___________________ 

 

PaƟent Name:__________________________  PaƟent Date of Birth:________________ 
PaƟent Phone Number:________________ 

 

Referred by:__________________ Phone Number:________________ Email:______________________ 

 

Please Circle: 

 

 

 

 

 

 

 

 

Comments:_________________________________________________________________ 

___________________________________________________________________________ 

Reason for Referral:   

o Pain Diagnosis and Treatment 
o EndodonƟc Retreat 
o Possible Root Fracture 
o ResorpƟon 
o Other:_______________________________ 

 

RestoraƟve ConsideraƟons: 

o Place Permanent RestoraƟon 
o Place Temporary RestoraƟon 
o Leave Post Space 


