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LAENDODONTICS

we love to make you smile

Gabreal Shamtoub D.D.S.
smile@LAendodontist.com
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Important Questions:
Will the patient receive a new crown? [Yes [0 No

What will be the patient’s final restoration?

Crown/Bridge is cemented: [J Temporarily [J Permanently

Special Instructions

PLEASE PRINT THIS FORM AND FAX TO OUR OFFICE

Gabreal Shamtoub D.D.S. ' Tel (818) 646-2923
5567 Reseda Blvd Suite 100 FHEE PAHKI"G- Fax (818) 646-2924

Tarzana, CA 91356 Behind the oﬁ’gce Eui[cfing www.laendodontist.com




