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	A. Patient’s Personal Details 
	
	Please insert dates in dd/mm/yyyy format

	Date of Referral
	     
	
	Surname
	     

	
	
	
	
	

	Gender
	Male
	 FORMCHECKBOX 

	Female
	 FORMCHECKBOX 

	
	Forename
	     

	
	
	
	
	

	CHI Number
	     
	
	Date of Birth
	     

	
	
	
	
	

	Address
	     

	
	
	
	
	

	Town
	     
	
	Postcode
	     

	
	
	
	
	

	Daytime Phone
	     
	
	Mobile Phone 
	     

	
	
	
	
	

	Home Phone
	     
	
	e-mail 
	     

	
	

	Please detail what treatment has been tried and the outcomes from that treatment
	

	

	Enclosures:
	
	
	Ongoing dental care

	Radiographs
	 FORMCHECKBOX 

	
	What treatment are you continuing to provide?

	Please enclose all recent, relevant radiographs
	
	

	Appliances
	 FORMCHECKBOX 

	
	

	
	
	
	

	Instructions re enclosures - do you wish these to be returned?
	
	

	
	
	

	
	
	


	Medical History       Mark the box and comment where appropriate
	
	Provisional treatment plan

	Any Heart complaint/disease
	 FORMCHECKBOX 

	     
	
	
	
	
	

	Epilepsy
	 FORMCHECKBOX 

	     
	
	
	
	
	

	Bronchitis/Asthma
	 FORMCHECKBOX 

	     
	
	
	
	
	

	Liver disease
	 FORMCHECKBOX 

	     
	
	
	
	
	

	Excessive bleeding
	 FORMCHECKBOX 

	     
	
	
	
	
	

	Any serious illness
	 FORMCHECKBOX 

	     
	
	
	
	
	

	Allergies
	 FORMCHECKBOX 

	     
	
	Other details regarding current treatment plan 

	Regular medication
	 FORMCHECKBOX 

	     
	
	

	Steroids in the last 3 months
	 FORMCHECKBOX 

	     
	
	

	Any history of behavioural problems FORMCHECKBOX 

	     
	
	

	Smoking/alcohol                                FORMCHECKBOX 

	     
	
	

	Family history of problems with GA   FORMCHECKBOX 

	     
	
	

	Any other comments re medical history          
	
	

	
	
	

	The patient/parent has been fully informed of all details and has consented to the above treatment – which may be subject to change by the operating dentist. The patient/parent also understands that ongoing regular care can only be provided by your practice.
	 FORMCHECKBOX 


	

	Signed Patient
	
	Date
	     

	

	Signed (Clinician)
	
	Date
	     


REFERRING PRACTITIONER                                      Please keep a copy of this form for your records.
	GDP STAMP/DETAILS
	
	Name, address and telephone of patient’s GP

	     

	
	Name: Dr      

	
	
	Address:     

	
	
	(:      

	Clinician’s Checklist
	
	
	Office use:
	

	Consent obtained
	 FORMCHECKBOX 

	
	Form rec’d
	
	Appt sent
	

	Instructions given
	 FORMCHECKBOX 

	
	Comments
	

	Relevant risks
	 FORMCHECKBOX 

	
	Date of appointment
	


	Please re-enter the patient’s details
	

	Name:
	Date of Birth:



Patient Information Sheet 

Adult Anxiety Management Referrals











Due to a level of anxiety you have about having dental treatment, your dentist has referred you to consider some alternative approaches for your care.

There are a number of measures that can be considered in our service. So that you can be directed for the most suitable care, please fill in the questionnaire as accurately as you can. This information will form part of your clinical records and assessments.

By completing this form, it will allow us to help you access the appropriate treatment, as quickly as we can. 

How long you need to wait for treatment will be dependent on the availability of the particular kind of anxiety management you require, so please fill in the form as openly as you can.

You will remain registered with your own dentist, who will continue to provide ongoing preventive advice and care.

Thank you.

DARC – Dental Advice and Referral Centre

Westholme, Queens Road, Aberdeen, AB15 6LS

	Please re-enter the patient’s details
	

	Name:
	Date of Birth:


CAN YOU TELL US HOW ANXIOUS YOU GET, IF AT ALL,

WITH YOUR DENTAL VISITS?

PLEASE INDICATE BY INSERTING ‘X’ IN THE APPROPRIATE BOX – as accurately as you can
	1. If you went to your dentist for treatment TOMORROW, how would you feel?

	
	Not 

Anxious   (
	Slightly 

Anxious  (
	Fairly 

Anxious  (
	Very 

Anxious  (
	Extremely 

Anxious  (

	

	2. If you were sitting in the WAITING ROOM (waiting for treatment), how would you feel?

	
	Not 

Anxious  (
	Slightly 

Anxious  (
	Fairly 

Anxious  (
	Very 

Anxious  (
	Extremely 
Anxious  (

	

	3. If you were about to have a TOOTH DRILLED, how would you feel?

	
	Not 

Anxious  (
	Slightly 

Anxious  (
	Fairly 

Anxious  (
	Very 

Anxious  (
	Extremely 
Anxious  (

	

	4. If you were about to have your TEETH SCALED AND POLISHED, how would you feel?



	
	Not 

Anxious  (
	Slightly 

Anxious  (
	Fairly 

Anxious  (
	Very 

Anxious  (
	Extremely 
Anxious  (

	

	5. If you were about to have a LOCAL ANAESTHETIC INJECTION in your gum, how would you feel?



	
	Not 

Anxious  (
	Slightly 

Anxious  (
	Fairly 

Anxious  (
	Very 

Anxious  (
	Extremely 

Anxious  (


	Can you describe in your own words, any dental treatment you have had recently and how you felt during the treatment?



Referral Form for Adult Anxiety Management for Dental Treatment


Send to: NHSG Dental Advice & Referral Centre, Westholme, Queens Road, Aberdeen, AB15 6LS.











