




BRISTOL DENTAL HOSPITAL ORAL SURGERY REFERRAL

Please complete ALL sections or the form will be returned

DO NOT USE FOR FAST TRACK CANCER REFERRALS





Wisdom tooth removal
For further guidance on indications for removal of wisdom teeth please refer to:
www.nice.org.uk/guidance/TA1

Please tick the tooth/ teeth requiring assessment adjacent to the appropriate indication:
	Tooth to be removed
	UR8

8
	UL8

8
	LR8

8
	LL8

8



	Second or subsequent episodes of Pericoronitis
	
	
	
	

	Unrestorable caries in tooth/ adjacent teeth
	
	
	
	

	Untreatable pulpal or periapical pathology
	
	
	
	

	Abscess
	
	
	
	

	Root resorption in tooth/ adjacent teeth
	
	
	
	

	Fracture of tooth
	
	
	
	

	Cyst
	
	
	
	

	Periodontal disease affecting tooth/ adjacent teeth
	
	
	
	

	Tooth causing traumatic occlusion
	
	
	
	

	Previous attempted extraction
	
	
	
	

	Other - please specify


	
	
	
	




SIGNED ……………………………………………………..

DATE ……………………………...
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		Male □ Female □





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


First name …………….………………………..


Date of Birth ………….………………………..


Address ………………….…………………………..


…………………………………………………………


Post code ……………..…………………………….


Contact number ……..…………………………….


NHS Number ……………………………………….





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























