



BRISTOL DENTAL HOSPITAL PAEDIATRIC DENTISTRY REFERRAL

Please complete ALL sections or the form will be returned







Are the parents/carers aware of the reason for this referral? 
Yes

No
Is this child suitable for Undergraduate care
?


Yes

No


PATIENT DETAILS		Male □ Female □





Surname ………………………………………..


First name …………….………………………..


Date of Birth ………….………………………..


Address ………………….…………………………..


…………………………………………………………


Post code ……………..…………………………….


Contact number ……..…………………………….


NHS Number ……………………………………….


School.................................................................





TREATMENT REQUESTED














FOR OFFICE USE ONLY


□ ROUTINE


□ URGENT 








GP(Medical) DETAILS


Name ……………………………………………..


Practice …………………………………………..


………………………………………………………


………………………………………………………


Contact No ……………………………………..





REFERRER DETAILS


Name ………………………………………………….


Practice ………………………………………………


………………………………………………………….


Contact No …………………………………………..


GDP □ SPCDS □ GMP□ Other □











MEDICATION




















MEDICAL HISTORY




















ALLERGIES




















DENTAL HISTORY 











RADIOGRAPHS ATTACHED:		Yes □	No □








If NO describe the radiographic findings:























REASON FOR REFERRAL








Signed.............................................................				Date............................................





PATIENT DETAILS		


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


Date of Birth ………….………………………..








