
Patient Name: _____________________________________________________________

Patient Phone #: ___________________________________________________________

Appt. Date: _________________ Time: ___________ Dr.: __________________________

Remarks: 

Date: _________________ Office Phone: ________________________________________

Consult Only Consult for IV SedationTreatment and Consult

Please Call Patient Patient Will Call Attached

Radiographs emailed: office@apexendoiowa.com
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PLEASE INDICATE A RESTORATIVE DIRECTIVE

Temporary Only:

Cotton/Cavit Cotton/Fuji Triage

Leave Post Space

Medication Note: Patients who require antibiotic prophylaxis before dental 
treatment need to take their antibiotics 1 hour prior to their endodontic appointment.

Minors: Patients under 18 years of age must be accompanied by a parent or
legal guardian.

Insurance Note: Patients will be asked to pay their co-insurance amount at the 
time of service.

Referred by Dr.: _______________________________

1395 Boyson Rd, Hiawatha, IA 52233

Phone: (319) 449-0021  |  Fax: (319) 382-2111

office@apexendoiowa.com • www.apexendoiowa.com

Radiographs Taken on: ________

Other:
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