Nicholas Leon-Guerrero DDS
O |\/I N I Deborah Yeh DDS

2700 S Quincy St., Suite 325,

Arlington, VA 22206

(703) 828-8188

ENDODONTIC info@ OmniEndodontics.com
Patient’s Name: Referral Date:
Referring Doctor: Office Phone:

[] Call to Discuss: [ ] Before Exam [ ] After Exam

[] Please send more referral pads

Please Mark Teeth to be Treated
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LOWER
Treatment Requested

[] Same-day Emergency
[] Consultation Only
[] Evaluation & Treat if Indicated

[] Root-canal therapy [ Retreatment [ ] Apicoectomy
[] Botox for TMD ] Other:
[] CBCT Only: [] Full mouth [] Mandible [] Maxilla [] Site:

Restorative Instructions
If left blank we will place a temporary restoration through the existing access

L] Core build-up [] Leave post-space: Metal | Fiber
(] Remove existing crown; Cement is: [_] Permanent [_] Temporary

Additional Remarks:

Free Parking Available in the Attached Garage

Please forward any available x-rays; note, we will also acquire our own diagnostic images.

www.OmniEndodontics.com



Your Visit to Omni Endodontics

Appointment Information

Monday Tuesday Wednesday Thursday Friday Saturday

Date: Time: AM / PM

Preparing for Your Visit

To help us make your appointment as smooth as possible, please:

e Complete your registration forms online before your appointment. Forms
will be sent to you by text and email.

e Bring your photo ID and this referral slip.

e If you have dental insurance, please bring your insurance card. We
participate with most major PPO plans.

e Patients under 18 must be accompanied by a parent or legal guardian
during the appointment.

e Payment is due at the time of service.

e Please arrive a few minutes early to allow time for check-in and imaging.

Directions and Parking

We are located on the third floor of the Village at Shirlington Office Building at
2700 S Quincy Street, Suite 325, Arlington, VA 22206.

Free parking is available in the attached garage next door.
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