



BRISTOL DENTAL HOSPITAL ORAL SURGERY REFERRAL

Please complete ALL sections or the form will be returned

DO NOT USE FOR FAST TRACK CANCER REFERRALS






For further guidance on assessing suitability for apical surgery visit: 
http://www.rcseng.ac.uk/fds/publications-clinical-guidelines/clinical_guidelines/documents/surg_end_guideline.pdf









SIGNED ……………………………………………………..

DATE ……………………………...
TOOTH OF CONCERN

















REASON FOR REFERRAL			□  Continued on separate sheet/ letter attached 


□  Pain


□  Swelling


□  Sinus


□  Incidental radiographic finding





□  Other- please specify below:
























































If requesting removal of third molars please indicate reason (see NICE guidelines):


□ Recurrent Pericoronitis 	□ Cystic changes 		□ Non-restorable caries


□ Abscess/ Cellulitis 		□ Periodontal disease		□ Internal/External resorption



































HAS THE TOOTH/ TEETH BEEN ROOT TREATED AT LEAST TWICE? 


□  YES		□  NO


If NO state reason :





WHAT CORONAL RESTORATION IS PRESENT?


□  Crown		□  Post Crown		□  Plastic filling


□  Other- please state: …………………………………………………………………………………………….





Is this restoration sound? □  Yes 	□  No








PERIODONTAL CONDITION


Oral Hygiene:	□  Good	□  Fair		□  Poor


Deepest probing depth on tooth of concern …….. mm	


Deepest recession measurement on tooth of concern ……… mm














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





DPT □		Intra Orals □		





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














APICAL SURGERY





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
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