
www.va-rootcanal.com 

Introducing________________________for endodontic consideration. 

Molars Bicuspids Anteriors Bicuspids 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 

Comments__________________________________________________
___________________________________________________________
___________________________________________________________
___________________________________________________________ 

Referring Dr.________________________Phone___________________ 

Email:_____________________________________________________ 

How would you like to be contacted about your patient? Phone  □  Email  □ 

Patient will be instructed to return to referring dentist for final restoration. 

Accepted Insurances 
Aetna PPO/DMO

Alliance
Ameritas

AnthemBCBS
Avia BCBS

Carefirst
BCBS FEP

Cigna PPO/DMO
Delta Dental

Dental Network of
America

Dominion PPO/EPO
GEHA

Group Dental Service
Guardian PPO 
Humana PPO

Liberty
Lincoln Financial

Metlife Mutually
Preferred One

Health
Principal United
Concordia United

Healthcare
*Select Medicare

Plans

3801 N. Fairfax Dr., STE 40 

Arlington, VA 22203 

Phone (703) 527-6885 

Fax (703) 527-6876 

9673 Main St., STE D 

Fairfax, VA 22031 

Phone (703) 534-4884 

Fax (703) 534-3447 

12701 Marblestone Dr., STE 180 

Woodbridge, VA 22192 

Phone (571) 298-2000 

Fax (571) 298-2004 

□ Patient has pain, swelling, or
sensitivity.

□ Proper Restoration.
□ Tooth has been opened.

□ Pulp was exposed.
□ Radiograph reveals pathology.
□ Post space requested.

gwetooth@gmail.com 
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