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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
	     

	
	
	
	
	

	Home Phone
	     
	
	e-mail
	     

	
	
	
	
	

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

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


	B. Which discipline should see the patient? 
	FOR
	Select ONE option

	
	
	Select  ONE option 
	
	
	Opinion Only
	 FORMCHECKBOX 


	Conservative Dentistry
	 FORMCHECKBOX 

	Periodontology
	 FORMCHECKBOX 

	
	Care Plan
	 FORMCHECKBOX 


	Endodontics
	 FORMCHECKBOX 

	Prosthetics
	 FORMCHECKBOX 

	
	Specific Treatment
	 FORMCHECKBOX 


	Multidisciplinary
	 FORMCHECKBOX 

	Special Care
	 FORMCHECKBOX 

	
	Emergency Treatment
	 FORMCHECKBOX 


	
	
	
	
	
	Total Care Only
	 FORMCHECKBOX 


	
	


	If URGENT, please give details:
	     

	
	


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

	Mobility Assistance 
	     

	
	

	Impairment 
	     


	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) 
	
	Date
	


REFERRING PRACTITIONER 
	GDP STAMP/DETAILS
	GMP STAMP/DETAILS

	     
	     


Adult Restorative Referral:

Clinical Details
	Please re-enter patient’s name 
	     
	& Date of Birth
	     

	

	Clinician’s concerns 
	Tick box if this is a TRAUMA case
	 FORMCHECKBOX 

	

	

	Why are you referring the patient? 

     

	

	Dental history 

	What treatment has been attempted for this problem before the referral was made? If there are repeated failures, details must be given of deterioration. For tooth wear, is it localised or generalised? Is there an occlusal problem?

     

	What treatment are you planning to provide for the patient in their current care plan?

     

	

	Caries status:

	     


	BPE Scores
	Oral Hygiene

	
	 
	 
	 
	
	     

	
	 
	 
	 
	
	

	


	Medical History  Please include all current medications and allergies. Note if no relevant history

	     

	

	

	Enclosures:
	Radiographs
	 FORMCHECKBOX 

	Study models
	 FORMCHECKBOX 

	Photographs
	 FORMCHECKBOX 


	

	Details:      

	Would you like these returned?
	Yes
	 FORMCHECKBOX 

	
	No
	 FORMCHECKBOX 


	

	Is there any other information we need to know?

	     


Form reviewed August 2010

	Administrative Information for the Referral Service  (Do not write in the area below)

	


ADULT Referral Form for Restorative Dentistry


Send to: Restorative Dentistry, The University of Aberdeen Dental School & Hospital, Cornhill Road, Aberdeen, AB25 2ZR.











