
 

           Patient’s Name: _________________________              Phone Number: _____________________  

           Referred By: ____________________________           Date: _____________________________ 

Virginia 
108 North 3rd Ave 

Virginia, MN 55792 
 

Duluth 
210 West Central Entrance 

Duluth, MN 55811 

Bernard W Harrington DDS 
Pamela P Harrington DDS, MS 

 
(218) 522-4543 

210Endocare@gmail.com 

For Endodontic Consideration 

 Remarks:  ________________________ 

__________________________________ 

__________________________________ 

__________________________________ 

Referral for the Following: 
     Consulta on & Diagnosis 

 Root Canal Therapy 
 Re-Treatment 
 Surgical Evalua on / Apicoectomy 
 Extrac on and Socket Preserva on 

Restora on Request: 
     Core Buildup 
     Temporary w/ co on pellet 
     Composite 

Please Call Me:                      Before Treatment               A er Treatment 

Please arrive 20 minutes early with a copy of this form. Please bring a list of your medica ons and your insurance card. 
* InÊmanyÊinstances,ÊrootÊcanalÊtreatmentÊcanÊnotÊbeÊsuccessfulÊwithoutÊaÊ melyÊpermanentÊfilling. 
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