DENTAL REFERRAL FORM

Referral Service

[ Specialist Complex
Restorative

Specialist Periodontics
Endodontics

Specialist Oral Surgery
Dental Implants
Anxiety Management

Specialist Orthodontics

oooooood

Complex Case Diagnosis &

Treatment Planning/Opinion

Patient Details

Name Date of birth

Address Telephone (main)
Telephone (mobile)
Email

Postcode

Reason for referral
(Referral accepted on
private basis only)

If you would like a particular dentist to assess your patient please specify here

Relevant radiographs
enclosed

[ ] oer

I:I Bitewings

I:I Periapical

Relevant medical/
dental history

please give details of any
medical conditions and
medication

Referring dentist details

Name Telephone (main)
Address Email

Signed
Postcode Date

N2

ZINN
QUEENSWAY

For additional copies of this form please refer to our website.

170 Queensway, Billingham,
Teesside, TS23 2NT

01642 554 667
reception@queensway.co.uk

13 Eslington Terrace,
Newcastle Upon Tyne, NE2 4R]
0191 281 5976
jesmond@queensway.co.uk

queensway.co.uk
queenswayorthodontics.co.uk




