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Date                                           

     Dr. Kiarash Shabehpour
      DDS, DMD, MSc, Dip. Endo, FRCDC
      Certified Specialist in Endodontics 

     Dr. Leslie Afable
      DDS, MS Endo, FRCDC
      Certified Specialist in Endodontics 

Patient’s Name                                                                                                                
DOB                                                       Phone Number                                           _ _ 
Email Address                                                                                                           __  
Medical Alerts/Allergies/Concerns                                                                                  
                                                                                                                                            

Referring Dentist
Name                                                               Clinic                                                  __
Email                                                                Phone                                                __

Comments:

Temporary Restoration 
Final Restoration
Leave Space for Post
Post and Core Build Up

Preferred Restoration: 
Panoramic
CBCT
PA
Bitewing
*Images may be repeated if needed

Radiographs Being Sent:

5982 Signal Hill Centre SW
Calgary, AB T3H 3P8

403-297-9600
info@sierradental.caThank you for the confidence of your referral.
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