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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: 
	
	     

	State whether an accompanying person can translate or if an interpreter will be needed
	
	     


	

	B. Service requested

	Advice only
	 FORMCHECKBOX 

	Treatment Plan
	 FORMCHECKBOX 

	Treatment request
	 FORMCHECKBOX 

	Medical or Special need
	 FORMCHECKBOX 


	

	For remote areas: preliminary advice from a dentist with orthodontic experience
	 FORMCHECKBOX 

	Multidisciplinary clinic
	 FORMCHECKBOX 



	

	URGENT:
	
	YES
	 FORMCHECKBOX 

	
	
	NO
	 FORMCHECKBOX 


	

	Please specify reasons for urgency
	     

	


	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 the patient is dentally fit with excellent oral hygiene and I shall remain responsible for their general dental care 
	 FORMCHECKBOX 


	(except requests for advice on teeth of poor prognosis).

	

	Print Name of Referring Clinician
	     

	

	Signed (Clinician)
	
	Date
	     


REFERRING PRACTITIONER 
	GDP STAMP/DETAILS
	GMP STAMP/DETAILS

	     
	     


Continued overleaf

Orthodontic Referral:

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


	Medical history: Please list all current medications taken, allergies and any specialist medical clinics attended. Note if no relevant history

	     

	

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

	

	

	Please refer the document “Who is likely to benefit from Orthodontics?”  and state which of the conditions specified in the “Likely to benefit” list applies to your patient:
     

	PLEASE CONFIRM:

S/he is interested in having orthodontic treatment.
	 FORMCHECKBOX 


	S/he is maintaining excellent Oral Hygiene.
	 FORMCHECKBOX 


	S/he has had no new carious lesions detected during the last 12 months.
	 FORMCHECKBOX 


	All his/her first premolars have erupted
	 FORMCHECKBOX 


	All second premolars (unless congenitally absent) are erupting
	 FORMCHECKBOX 


	OR:

I would like advice on a mixed dentition problem or extractions only
	 FORMCHECKBOX 



	Additional information/concerns
     


	

	Treatment you would wish to provide in this case

	Please mark types of orthodontic treatment you could provide in this case:

	

	Removable
	 FORMCHECKBOX 

	Functional
	 FORMCHECKBOX 

	Fixed
	 FORMCHECKBOX 


	

	Enclosures (e.g. radiographs, study models, photographs)      

	Would you like these returned?
	Yes
	 FORMCHECKBOX 

	
	No
	 FORMCHECKBOX 


	

	


	Administration. Please do not write below.                                 Form reviewed August 2010

	


Orthodontic Referral Form for Aberdeen Dental School & Hospital 


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








