
Ali R. Eghtesadi, DDS.

5846 Hubbard Drive
Rockville, MD 20852

T: 301.822.4132
F: 301.882.4061

endogtp@gmail.com
www.gpendo.com

CBCT SCAN / Panoramic Request

Patient Name: ___________________________________________________________________

Appointment:  Date:  __________________________________  Time: _______________  am   pm

Please list tooth/teeth or area for endodontic evaluation and/or treatment:  ___________________

_______________________________________________________________________________

Comments: _____________________________________________________________________

_______________________________________________________________________________

o  Please perform a CBCT SCAN of tooth/teeth or area (50 mm x 37 mm):    (Available on CD only.)

_________________________________________________________________________________________

_________________________________________________________________________________________

o Please perform DIGITAL PANORAMIC RADIOGRAPH:

Send by:   o CD   o Printed   o O�ce email on �le   o Other email: 

_______________________________________________________________________________

_______________________________________________________________________________

SIGNATURE AND ACKNOWLEDGEMENT

Ali R. Eghtesadi, DDS individually, and on behalf of Georgetowne Park Endodontics will have the requested 
images read by a medical or dental radiologist whose report will be forwarded directly to me, the referring doctor.  
I understand that Dr. Ali R. Eghtesadi’s involvement in connection with this referral is limited to performing 
the study.  Dr. Ali R. Eghtesadi and employees of Georgetowne Park Endodontics will not participate in any 
interpretation of the images; the preparation and issuance of the report; communicating the results of the study to 
the patient; or counseling the patient on appropriate follow-up as may be required in the exercise of my clinical and 
professional judgment.  By executing this referral form, I understand, acknowledge and accept the responsibility 
that as the referring doctor is my sole responsibility to communicate the results of the study to the patient and to 
provide appropriate consultation and follow-up with the patient, and I further agree to protect, defend, indemnify 
and hold Dr. Ali R. Eghtesadi and Georgetowne Park Endodontics completely harmless in discharging those 
responsibilities to the patient.

Referring Doctor Signature / Print Name                                                 Date      

�is facsimile contains information which (a) may be medically con�dential, legally priviledged or otherwise 
protected by law from disclosure and (b) is intended only for the use of addressee’s named above.  If you are 
not the addressee or the person responsible for delivering this to the addressee(s), you are hereby noti�ed that 
reading, copying or distributing this facsimile is prohibited.  If you have received this facsimile in error, please 
telephone us immediately and send the facsimile back to us at the address at the top of the page.  �ank you.




