



BRISTOL DENTAL HOSPITAL ORAL SURGERY REFERRAL

Please complete ALL sections or the form will be returned

DO NOT USE FOR FAST TRACK CANCER REFERRALS





GENERAL ORAL SURGERY







SIGNED ……………………………………………………..

DATE ………………………...
PATIENT DETAILS		Male □ Female □





Mr □ Mrs □ Miss □ Ms □ Master □ Dr □ Other □ Surname ………………………………………..


First name …………….………………………..


Date of Birth ………….………………………..


Address ………………….…………………………..


…………………………………………………………


Post code ……………..…………………………….


Contact number ……..…………………………….


NHS Number ……………………………………….





TREATMENT REQUESTED  (for Apicectomy and Wisdom tooth removal please use specific forms)





□ Extraction


□ Biopsy


□ Exposure& Bonding


□ Other (please specify)

















FOR OFFICE USE ONLY


□ ROUTINE


□ URGENT 








GP(Medical) DETAILS


Name ……………………………………………..


Practice …………………………………………..


………………………………………………………


………………………………………………………


Contact No ……………………………………..





REFERRER DETAILS


Name ………………………………………………….


Practice ………………………………………………


………………………………………………………….


Contact No …………………………………………..


GDP □ CDS □ Specialist □ GMP □











MEDICATION




















MEDICAL HISTORY




















ALLERGIES




















REASON FOR TREATMENT REQUESTED/ CLINICAL DETAILS


□  Continued on separate sheet/ letter attached 
























































RADIOGRAPHS are required for patient assessment.  Please ensure all relevant radiographs are enclosed.





DPT □		Intra Orals □		None (reason required)□ 	………………………………………………..


									………………………………………………..





Return radiographs on completion of treatment 	Yes □





Incomplete forms will be returned for missing information to be supplied and patient treatment may be delayed.





Please return to: Patient Access, Bristol Dental Hospital, Lower Maudlin Street, Bristol , BS1 2LY














PATIENT DETAILS		


Surname ………………………………………..	First name …………….………………………..


Date of Birth ………….………………………..





Is this patient suitable to accept treatment under LOCAL ANAESTHETIC? If so, this may help to expedite the waiting time for treatment for your patient.





Yes □		No □    If no, reason why ………………………………………………………………………………..


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


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








