
Old Mission Annex
11300 East Thirteen Mile Rd. • Warren, MI 48093 • (586) 573-6860 • Fax (586) 573-6308

Holland Dental Centre
1982 Holland Ave. • Port Huron, MI 48060 • (810) 985-7300 • Fax (810) 985-7803

Specialists in Root Canal Therapy

A. Timothy DeConinck, D.D.S.
Lawrence C. Walsh, D.D.S.

Steven E. Fegan, D.D.S., M.S.
Derik P. DeConinck, D.D.S.

Matthew G. Healy, D.D.S., M.S.

Patient’s Name__________________________________________________________________________________ Date____________________________
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RIGHT
LEFT

Circle teeth for
endodontic consideration

Evaluate Tooth #___________________ for:

� Endodontic treatment
� Endodontic re-treatment
� Surgery
� Post removal
� Trauma - date _________________
� Cracked tooth/root fracture
� If post required, please check
� Crown on with temporary cement
� Please phone:__________________

Remarks _____________________________________________________________________________________________________________

____________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________

Dr. __________________________________________________________________________________________________________________

Note: All patients will be instructed to return to referring dentists for restoration after endodontic treatment is completed. See reverse side for directions.
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Specialists in Root Canal Therapy
Old Mission Annex

 11300 East Thirteen Mile Rd.  •  Warren, MI 48093   •  (586) 573-6860  •  Fax (586) 573-6308

Holland Dental Centre
       1982 Holland Ave.  •  Port Huron, MI 48060  •  (810) 985-7300  •  Fax (810) 985-7803

Patient’s Name__________________________________________________________________________________ Date____________________

A. Timothy DeConinck, D.D.S.
Lawrence C. Walsh, D.D.S.

Steven E. Fegan, D.D.S., M.S.
Derik P. DeConinck, D.D.S.

Matthew G. Healy, D.D.S., M.S.
Kari L. Brodsky, D.D.S., M.S.

RIGHT
LEFT

Circle teeth for
endodontic consideration

Remarks _____________________________________________________________________________________________________________

____________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________

Dr.__________________________________________________________________________________________________________________

Note: All patients will be instructed to return to referring dentists for restoration after endodontic treatment is completed.                    See reverse side for directions.

Evaluate Tooth #___________________ for:

n  Endodontic treatment
n  Endodontic re-treatment
n  Surgery
n  Post removal
n Trauma - date _________________
n  Cracked tooth/root fracture
n  If post required, please check
n  Crown on with temporary cement
n  Please phone:__________________

Old Mission Annex
11300 East Thirteen Mile Rd. • Warren, MI 48093 • (586) 573-6860 • Fax (586) 573-6308

Holland Dental Centre
1982 Holland Ave. • Port Huron, MI 48060 • (810) 985-7300 • Fax (810) 985-7803

Specialists in Root Canal Therapy

A. Timothy DeConinck, D.D.S.
Lawrence C. Walsh, D.D.S.

Steven E. Fegan, D.D.S., M.S.
Derik P. DeConinck, D.D.S.

Matthew G. Healy, D.D.S., M.S.

Patient’s Name__________________________________________________________________________________ Date____________________________

MOLARS BIC ANTERIORS BIC MOLARS

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16

32 31 30 29 28 27 26 25 24 23 22 21 20 19 18 17

RIGHT
LEFT

Circle teeth for
endodontic consideration

Evaluate Tooth #___________________ for:

� Endodontic treatment
� Endodontic re-treatment
� Surgery
� Post removal
� Trauma - date _________________
� Cracked tooth/root fracture
� If post required, please check
� Crown on with temporary cement
� Please phone:__________________

Remarks _____________________________________________________________________________________________________________

____________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________

Dr. __________________________________________________________________________________________________________________

Note: All patients will be instructed to return to referring dentists for restoration after endodontic treatment is completed. See reverse side for directions.
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Specialists in Root Canal Therapy
Old Mission Annex

 11300 East Thirteen Mile Rd.  •  Warren, MI 48093   •  (586) 573-6860  •  Fax (586) 573-6308

Holland Dental Centre
       1982 Holland Ave.  •  Port Huron, MI 48060  •  (810) 985-7300  • Fax (810) 985-7803

Patient’s Name__________________________________________________________________________________ Date____________________

Steven E. Fegan, D.D.S., M.S.
Derik P. DeConinck, D.D.S.
Hafsa Affendi, B.D.S., M.S.

& Associates

RIGHT
LEFT

Circle teeth for
endodontic consideration

Remarks______________________________________________________________________________________________________________

____________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________

Dr.___________________________________________________________________________________________________________________

Note: All patients will be instructed to return to referring dentists for restoration after endodontic treatment is completed.                                                See reverse side for directions.

Evaluate Tooth #___________________ for:

nn  Endodontic treatment
nn  Endodontic re-treatment
nn  Surgery
nn  Post removal
nn  Trauma - date _________________
nn  Cracked tooth/root fracture
nn  If post required, please check
nn  Crown on with temporary cement
nn  Please phone:__________________

Old Mission Annex
11300 East Thirteen Mile Rd. • Warren, MI 48093 • (586) 573-6860 • Fax (586) 573-6308

Holland Dental Centre
1982 Holland Ave. • Port Huron, MI 48060 • (810) 985-7300 • Fax (810) 985-7803

Specialists in Root Canal Therapy

A. Timothy DeConinck, D.D.S.
Lawrence C. Walsh, D.D.S.

Steven E. Fegan, D.D.S., M.S.
Derik P. DeConinck, D.D.S.

Matthew G. Healy, D.D.S., M.S.

Patient’s Name__________________________________________________________________________________ Date____________________________
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LEFT

Circle teeth for
endodontic consideration

Evaluate Tooth #___________________ for:

� Endodontic treatment
� Endodontic re-treatment
� Surgery
� Post removal
� Trauma - date _________________
� Cracked tooth/root fracture
� If post required, please check
� Crown on with temporary cement
� Please phone:__________________

Remarks _____________________________________________________________________________________________________________

____________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________

Dr. __________________________________________________________________________________________________________________

Note: All patients will be instructed to return to referring dentists for restoration after endodontic treatment is completed. See reverse side for directions.
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Specialists in Root Canal Therapy
Old Mission Annex

 11300 East Thirteen Mile Rd.  •  Warren, MI 48093   •  (586) 573-6860  •  Fax (586) 573-6308

Holland Dental Centre
       1982 Holland Ave.  •  Port Huron, MI 48060  •  (810) 985-7300  •  Fax (810) 985-7803

Patient’s Name__________________________________________________________________________________ Date____________________

A. Timothy DeConinck, D.D.S.
Lawrence C. Walsh, D.D.S.

Steven E. Fegan, D.D.S., M.S.
Derik P. DeConinck, D.D.S.

Matthew G. Healy, D.D.S., M.S.
Kari L. Brodsky, D.D.S., M.S.

RIGHT
LEFT

Circle teeth for
endodontic consideration

Remarks _____________________________________________________________________________________________________________

____________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________

Dr.__________________________________________________________________________________________________________________

Note: All patients will be instructed to return to referring dentists for restoration after endodontic treatment is completed.                    See reverse side for directions.

Evaluate Tooth #___________________ for:

n  Endodontic treatment
n  Endodontic re-treatment
n  Surgery
n  Post removal
n Trauma - date _________________
n  Cracked tooth/root fracture
n  If post required, please check
n  Crown on with temporary cement
n  Please phone:__________________

Old Mission Annex
11300 East Thirteen Mile Rd. • Warren, MI 48093 • (586) 573-6860 • Fax (586) 573-6308

Holland Dental Centre
1982 Holland Ave. • Port Huron, MI 48060 • (810) 985-7300 • Fax (810) 985-7803

Specialists in Root Canal Therapy

A. Timothy DeConinck, D.D.S.
Lawrence C. Walsh, D.D.S.

Steven E. Fegan, D.D.S., M.S.
Derik P. DeConinck, D.D.S.

Matthew G. Healy, D.D.S., M.S.

Patient’s Name__________________________________________________________________________________ Date____________________________

MOLARS BIC ANTERIORS BIC MOLARS
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RIGHT
LEFT

Circle teeth for
endodontic consideration

Evaluate Tooth #___________________ for:

� Endodontic treatment
� Endodontic re-treatment
� Surgery
� Post removal
� Trauma - date _________________
� Cracked tooth/root fracture
� If post required, please check
� Crown on with temporary cement
� Please phone:__________________

Remarks _____________________________________________________________________________________________________________

____________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________

Dr. __________________________________________________________________________________________________________________

Note: All patients will be instructed to return to referring dentists for restoration after endodontic treatment is completed. See reverse side for directions.
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LIMITED FIELD - CBCT

nn  w/ Endodontic consult
nn  CBCT only

Michigan Endodontics, P.C./Michigan Endodontics, P.C./
Blue Water EndodonticsBlue Water Endodontics



Holland Dental Centre
1982 Holland Ave. •  Port Huron, MI 48060

(810) 985-7300  •  Fax (810) 985-7803

Old Mission Annex
11300 East Thirteen Mile Rd. •  Warren, MI 48093 

(586) 573-6860  •  Fax (586) 573-6308

�

www.michiganendodontics.com www.bluewaterendodontics.com

�
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