
GABRIEL M. HOLLEY, D.D.S., M.S.
Practice Limited to Endodontics

110A Hospital Drive  •  Simpsonville, SC  29681
(P) 864.987.7030  •  (F) 864.987.0198

info@holleyendo.com

Appointment Date:�______________________________ Time: _________________________

Patient Name:�_________________________________________________________________

Patient Home #:�________________________ Patient Cell #: _________________________

Referred by Dr.:� _______________________________________________________________

Tooth # or Area of Concern:�____________________________________________________

Check all that apply

Evaluation Type:	 Procedures Requested:

 Evaluate and treat	  Root Canal Therapy

 Evaluate only	  Non-surgical Retreatment

 Call me before proceeding	  Post Space

Reason for Visit:

Patient has:      Pain      Swelling      Sensitivity     Sinus Tract

X-Ray suggests:

 Pulp or near pulp exposure	  Pulp involvement

 RCT required for restoration	  Apical involvement

 Other:�______________________________________________________________________

Please list any recent dental treatment that has been performed in the area 

(temporary crowns, recent fillings, etc.)�___________________________________________

�______________________________________________________________________________

Any other Management, Medical or Treatment Concerns:

�______________________________________________________________________________

�______________________________________________________________________________
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