Referral Form
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DENTAL CARE

Referring dentist:

Practice address:

Practice phone no:

Patient’s name:

Patient’s address:

Patient’s phone no:
Patient’s date of birth:

Patient’s medical history:
(or enclose)

Procedure:
(please tick)

Implants

Orthodontics

Endodontics

Summary of treatment required /Justification for OPG:

OPG

Radiograph enclosed: YES/NO
(delete as appropriate)

Island House Dental Care 5 Quay Point, Station Road, Woodbridge, Suffolk IP12 4AL
Tel: 01394 388008 Fax: 01394 385803 reception@islandhousedentalcare.co.uk www.islandhousedentalcare.co.uk




