QUEENSWAY Complex case referral form

DENTAL CLINIC (assessment required with multi-disciplinary team, e.g. combination of restorative/ perio/ ortho/ implant)

PATIENT DETAILS
Name: Date of birth:
Address: Telephone (Main): ... e
.......................................................... Telephone (Mobile): ... e
.......................................................... Email:
Postcode:
REASON FOR REFERRAL (referral accepted on private basis only)
D Restorative treatment D Dental implant treatment
D Periodontal treatment D Orthodontic treatment
D Other reason D Cosmetic

(please specify below)

RELEVANT RADIOGRAPHS ENCLOSED

D DPT D Bitewings D Periapical

RELEVANT MEDICAL/DENTAL HISTORY - please give details of any medical conditions and medication

REFERRING DENTIST DETAILS

Name: Telephone:
AdAress: oo Emails

.......................................................... Signed:
Postcode: i Date:
Queensway Dental Clinic, 170 Queensway, Billingham, Teesside, TS23 2NT Telephone: 01642 554667 Fax: 01642 531799

Email: dental@queensway.co.uk www.queensway.co.uk For additional copies of this form please refer to our website.



