
INTRODUCING___________________________________________________________

FOR CONSIDERATION FOR ENDODONTIC TREATMENT 		
 

PLEASE MARK TOOTH TO BE TREATED

Consultation and Diagnosis	 
Endodontic Treatment	 
Post Space Required	 

REMARKS:_ ______________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

PATIENT’S APPOINTMENT

DATE:__________________________TIME:_ ___________________________________

REFERRING DOCTOR:____________________________________________________

To expedite scheduling, please fax this form  
to (603) 668-3656 before remitting to patient

Patient parking is available on the side of the building.

Tziros Endodontics, pllc

Specializing in Endodontics and Microsurgery

Peter D. Tziros, dmd, mph
 	 3 6 3 6 
1650 Elm Street 	 tel: (603) 668-ENDO
Suite 403	 fax: (603) 668-3656
Manchester, NH 03101 	 info@tzirosendo.com
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