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Previous Root Canal? [1Yes [INo

Nitrous Oxide? [IYes [INo Post System (if preference):

Double-click on the
letter or tooth number,
right-click and select
“highlight text”

Prepare Post Space? [IYes [INo

( Patient Dental Background

Is premedication needed? [1Yes [INo

Medical Concerns or Allergies?

( Notes/Restorative Plan

( Scheduling

[_]Patient will call for appointment
[_1Please contact patient to set up exam
[_IPatient is scheduled — Appointment date:

Nicholas J. Anders, DDS, MS

Diplomate, American Board of Endodontics
Member, American Association of Endodontics

South Endo Clinic
2971 Chapel Valley Rd.
Fitchburg, WI 53711
Phone: 608.442.4433
Fax: 608.442.4388
P endosouth@dhamadison.com
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