SPECIALIST REFERRAL FORM w conce pt S

specialist referral
centre

Referring dentist

Referring practice address

Date referred

Patient’s name

Patient’s D.O.B.

Patient’s address

Land line and mobile telephone

Email address

Relevant medical history

Reason for referral (please tick relevant boxes)

Restorative [ ] Cosmetic [ | Endodontic [ ]  Implant [ ] Bioclear [ ]

Oral Surgery/Bone Grafting [ ] SinusLift [ ] Periodontal [ |

Relevant Details

Radiographs enclosed (Please tick relevant boxes) OPG |:| PA’s |:| CT Scan |:|
Has the patient been informed of the cost of the consultation?  Yes [ ] No []
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