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CBCT / OPG  Referral form

	Practice Name
	


	Practice Email
	

	Practice Phone
	

	Practice Address
	





	Referring Clinician Name
	

	GDC No.
	




Patient Details

	Patient Title:  
	[Mr /Mrs/ Miss/ Ms/ Dr/ Prof/ Sir/ Dame]

	First Name
	

	Last Name
	

	DOB
	

	Address
	




	Email
	
	Phone Number
	





Purpose of Referral (fees collected directly from the patient) – please select below:


	OPG £50
	
	CBCT without report £150
	
	CBCT with report £250
	






Referral Requirements:
The referring clinician is responsible for supplying us sufficient information to justify an appropriate exposure. We request all parts of this form to be completed in advance to avoid any delay arranging the patient’s appointment.

Reason and Justification:




Relevant Medical History






2D field of view required (OPG): (Please tick)
· Full OPG
· Half OPG (left)
· Half OPG (right)

3D field of view (CBCT): For CBCT referrals, if an intra-oral radiograph of the area is available, please attach it for justification purposes.

8x8cm:
· Full upper
· Full lower
· Full upper and lower
· URQ
· ULQ
· LRQ
· LLQ


11x10cm:  
· Full upper and lower including complete maxillary sinus view

Exposure: Standard image resolution will be used unless you specifically request high or low resolution.
· High Definition (HD)
· Standard Definition image resolution (SD)
· Low resolution

Declaration: By completing below, you declare that you:
· Agree and understand to the processing of your personal data as the referring clinician
· Agree you have made the patient aware of this referral and the provision of their data for this purpose
· Have received Level 1 CBCT training to request this referral
· Have received Level 2 CBCT training to report on this scan
· Are registered and appropriately trained to request radiographic investigation
· Will consent your patient in advance of the investigation and have informed them of the associated radiation involved. (please include a copy of this consent)
· Unless otherwise specified the image data will be supplied Via DS Core to the referring dentist preferred secure email. 

This confidential form provides us with the information we require to receive a patient referral. The information contained within this form should be true and accurate to the best of your knowledge and with the patients consent. By submitting this form, we will securely collect yours and your patients’ details. We will then store and process this information in accordance with our Privacy Policy.


Signature of referring dentist:			


Date:
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