
Referring dentist details:
Title:    
Name:     
Practice address:        

Tel number:  
Fax number:   
Email address:  

Patient details:
Title:    
Name:      
Date of Birth:  
Address:  

Home tel number: 
Mobile tel number:
Email address: 

Reason for referral (please delete as appropriate):
Consultation only/surgical placement only (to be restored at your surgery)/Surgical placement and restorative
Notes:

Do you wish us to carry out any other necessary treatment in conjunction with our treatment?  
(i.e. extractions, restorations)

Medical history (especially history of bisphosphonates): 

Oral hygiene status: 

Smoking (please delete as appropriate): Current / Ex / Never

Documents enclosed (please send all relevant radiographs):

Brief treatment history:

Other comments:

Signature:                                                                                        Date:

Implant referral form
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