QUEENSWAY 3D digital image referral form

DENTAL CLINIC

PATIENT DETAILS

Name: Date of birth: L

AAress: L Telephone (main): ...
.......................................................... Telephone (mobile): ...
.......................................................... Email:

Postcode:

IMAGE OPTIONS

| | CONEBEAM 3D SCAN

| | CONEBEAM TREATMENT PLANNING SESSION WITH PAUL AVERLEY OR IAN LANE

AREA OF INTEREST

] MAXILLA " | MANDIBLE || OTHER (please specify area)

| ] I'REQUIRE A SCANNING RADIOGRAPHIC TEMPLATE

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

REFERRING DENTIST DETAILS

Name: Telephone:
AdAress: oo Email:

.......................................................... Signed:
Postcode: i Date:

D | accept that | am responsible for the reporting of this image and it's appropriate management

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.



