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TREATMENT REFERRAL FORM				

Referring Practice Details

	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
	





Referral Requirements:
Treatment Required:
· Invisalign
· Implants
· CEREC same day crown
· Restorative services
· Surgical extraction
· Root Canal Treatment
· IV sedation – please use dedicated form
· OPG / CBCT – please use dedicated form

Relevant Medical History of patient:



Do you have recent relevant X-Rays/ clinical photographs?
(if so, we will be in touch to request them via secure email)


Declaration: By completing the form below, you confirm that:
I understand and agree to the processing of my personal data as the referring clinician. I confirm that I have informed the patient about this referral, obtained their consent, and explained any relevant information or risks involved.
This confidential form provides us with the information required to receive a patient referral. All information should be true and accurate to the best of your knowledge and provided with the patient’s consent. By submitting this form, you agree to the secure collection, storage, and processing of personal data in accordance with our Privacy Policy.

Signature of referring dentist:					
Date: 
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