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Referring Dental Practitioners Details:

Referrer Name: ...................................................…………

Practice Address: ...............................................…………

……………................................................………………...

………………………………Post Code: .............................

Telephone: ……………………………………………………

Categorisation of Referral:

Urgent   
(  
Routine      
(
Suitable for Student Treatment  (
Maxillofacial Surgery  
(
Fast Track  
( (for suspected malignancy only) 
 

Oral Surgery 
(


Periodontics  
(

Restorative  
(
Prosthetics  
(
Endodontics
(
Paediatrics
   (

Orthodontics
(






Oral Medicine  
(
Radiology
(
Medically compromised
 (
NB If referring for General Anaesthetic for children aged under 16, please use alternative form

Patients Details:

Title:
Mr
(
Mrs
 (
Miss
(
Ms
(
Other: .....................

Surname: ……………………………………..............
Date of birth: ……./……./………...

First Name(s): …………………………………..........     
Male
(
Female
(
Address: …………………………………………………………………………….....................................

…………………………………………………………             NHS Number…........................................

Post Code: …………………....................................

Work Telephone No: ……………..............

Home Telephone No: ..............................................

Mobile: …………………………………….


Previous Address (if known): ...............................................................................................................

..............................................................................................................................................................

Medical Practitioner's Details:
Name: ..................................................................................................................................................

Address: ..............................................................................................................................................

Post Code: ............................................   Telephone No: ……............................................................

 Patients Details:

Date: ..................................
Surname: ……………………………………..............
Date of birth: ……./……./………...

First Name(s): …………………………………..........     
NHS Number…........................................


For Orthodontic treatment: What is IOTN Score ? ……………………………………..

Please Print Name ……………………………... …………………………………………………

Signature……………….…………... …….. Radiographs enclosed: Yes  (   No  (
_____________________________________________________________________________

Please return to:

University Hospitals Bristol NHS Foundation Trust
Patient Access Team

Bristol Dental Hospital

Lower Maudlin Street

Bristol, BS1 2LY

Tel:  
Oral Surgery:

0117 342 4226

Maxillo-Facial Surgery: 
0117 342 3259


Restorative Dentistry:
0117 342 4386


Oral Medicine:

0117 342 4134


Child Dental Health:
0117 342 4846


Fax:  



0117 342 4994




Patient Referral Letter


Bristol Dental Hospital








FOR HOSPITAL USE ONLY





Consultant ______________________





STUDENT   (


URGENT     (


ROUTINE    (





OTHER  _______________








REASON FOR REFERRAL





Please provide reason for referral and details of treatment already carried out for the referred condition including patient’s medical and dental history





NB Referrals without this information will be returned
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