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This form should be used to recommend an adult patient for treatment by dental students. It should only be used for patients who require routine primary care. 
The Dental School requires patients for the training of dental students. This treatment is provided free of charge. All patients recommended for treatment by dental students will be assessed by a clinical member of staff. If they are not suitable, for any reason, then the treatment will not be offered and the patient discharged. It is important to note that the patient will not be assessed by a consultant and a treatment plan will not be provided. 

If you think that the patient requires a consultant opinion then please make a referral using their specialty form or by letter. 

If you are recommending a patient for assessment you must tell the patient that they will be treated by students who are obviously relatively inexperienced and take longer than an experienced dentist. The patient must be able to attend regularly during the working week. 
Please confirm that you have provided the following information (incomplete forms will be returned). 

The patient has been told that: 

	· They must attend for an assessment visit to assess their suitability for treatment
	 FORMCHECKBOX 


	
	

	· They are being recommended for free treatment by dental students
	 FORMCHECKBOX 


	
	

	· Requests for treatment are not always accepted
	 FORMCHECKBOX 


	
	

	· They must be able to be regularly available during the working week (Mon- Fri between 9am-5pm) to attend their appointments
	 FORMCHECKBOX 


	
	

	· Students take longer than experienced dentists
	 FORMCHECKBOX 


	
	

	· If accepted for treatment they will be re-registered as an NHS patient with the Dental School
	 FORMCHECKBOX 



	A. Patient’s Personal Details 
	
	
	

	Date of Referral
	     
	
	Surname
	     

	
	
	
	
	

	Gender
	Male
	 FORMCHECKBOX 

	Female
	 FORMCHECKBOX 

	
	Forename
	     

	
	
	
	
	

	CHI Number
	     
	
	Date of Birth
	     

	
	
	
	
	

	Address
	     


	
	
	
	
	

	Town
	     
	
	Postcode
	     

	
	
	
	
	

	Daytime Phone
	     
	
	Mobile
	     

	
	
	
	
	

	Home Phone
	     
	
	e-mail 
	     

	
	
	
	
	

	If your patient needs to communicate in a language or mode other than English please specify:
	
	     

	If YES, please specify & state whether an accompanying person can translate or if an interpreter will be needed.
	
	     


	To aid compliance with the Disability Discrimination Act, please indicate if patient has any special mobility requirements :

	Mobility Assistance 
	     

	
	

	Impairment 
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	Reasons for referral 

	     


	

	Medical history, including all drugs being taken and any allergies. Note if no relevant history

	     


	

	BPE Scores
	Oral Hygiene

	
	 
	 
	 
	
	     

	
	 
	 
	 
	
	Smoking status
	     
	Alcohol consumption
	     

	

	

	Treatment required 

	

	Simple periodontal care
	 FORMCHECKBOX 

	
	Surgical Treatment (including extractions)
	 FORMCHECKBOX 


	

	Routine fillings (including composites)
	 FORMCHECKBOX 

	
	Routine crowns (including resin bonded and metal ceramic)
	 FORMCHECKBOX 


	

	Partial Dentures                          Upper
	 FORMCHECKBOX 

	
	Lower
	 FORMCHECKBOX 


	

	Complete dentures
	 FORMCHECKBOX 

	(Alveolar ridge morphology must be appropriate for undergraduates )

	

	Endodontics (anteriors and premolars only)
	 FORMCHECKBOX 

	
	Tooth
	     

	

	

	Seen and agreed by patient:

	
	
	

	Name: (please print)
	     
	

	
	
	

	Signature
	
	Date: _________________

	
	
	

	** NB REQUESTS FOR TREATMENT MAY NOT ALWAYS BE ACCEPTED **


	Is the patient registered at your practice?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 

	

	
	Please tick box to confirm

	I confirm that this patient referral comes within the current referral guidelines issued by NHS Grampian Dental Services
	 FORMCHECKBOX 


	

	Print Name of Referring Clinician
	     

	

	Signed (Clinician) if manual copy
	
	Date
	     


REFERRING PRACTITIONER 
	GDP STAMP/DETAILS
	GMP STAMP/DETAILS

	     
	     


Form reviewed February 2012
	Administrative Information for the Referral Service  (Do not write in the box below)

	


ADULT Referral Form for DENTAL STUDENT TREATMENT


Send to: Aberdeen Dental School and Hospital, Cornhill Road, Aberdeen, AB25 2ZR











