
 

Fax Referral Form 
Fax to (646) 390-2806 

 
 

Nima Dayani, DDS, MS 
Advanced Endodontics of NYC, P.C 
Practice Limited to Endodontics 
800A Fifth Avenue 
Suite 304 
New York, NY 10021 
 
Tel (212) 752-3636 
Email x-rays to info@nycEndo.org 

 
 
Referral Information 
 
Patient Name:____________________________________________________________________ 
 
Appointment:  M T W T F  Date: ____________________ Time:____________AM. PM. 
 

 

 
 
 
Confirm tooth or area:  __________________________________________________ 
 
Comments:_____________________________________________________________
______________________________________________________________________
___________________________________________________________________ 
 

  ______________________________________  __________________________ 

             Dr.                                                Date 
 

This facsimile contains information which (a) may be medically confidential, legally privileged or otherwise protected by 
law from disclosure and (b) is intended only for the use of addressee’s name below.  If you are not the addressee or the 
person responsible for delivering this to the addressee(s), you are hereby notified 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.  Thank you. 
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