
 
Referral Form 
 
Please complete all of the fields; continue on the reverse if necessary. 

                  
Date ………. / ………. / ………. 
 
Dentist details 
 
Referring dentist …………………………………………………….……. 
 
Address ………………………………………………………………………………………………………….. 
 
……………………………………………….…………… Postcode .……………………………….…………. 
 
Telephone ……………………………………………….. Email ………...…………………………………….. 
 
Patient details 
 
Title (Mr/Mrs etc) ……..….  Gender  M £ F £    Name …………………..………………………………....  
 
DoB …..... / ….…. / ……… Contact address ………………..……………..…………………………………. 
 
………………………………………………….……..………….… Postcode .……..……………….………… 
 
Contact telephone: Home ……….…………..….…….….…..…. Work …….……..……..…..……..….……. 
 
Mobile ……………………………………………….. Email ……..……......…………………………………… 
 
Patient’s main complaint / dentist’s reason for referral 
 
………………………………………………………………….……………………….…………………………. 
 
………………………………………………………………….…………………………………….……………. 
 
Do you wish to be present at: 
 
Treatment planning?  Y / N  Placement of fixtures?  Y / N 
 
Do you wish to complete the prosthetics?  Y / N 
 
Medical history 
 
Name of GP ………………..……………………… Practice contact number …………………………….... 
 
Relevant medical details …………………………………………………...…………………………………… 
 
………………………………………………………………….……………………………...……………..……. 
 
…………………………………………………………………...……………………………...…………………. 
 
Clinical details 
 
Rads enclosed?  OPG  Y / N  PAs  Y / N 
 
Others …………………………………………………………………………………………………………….. 
 
Further details (eg special requests by patient or referring dentist) 
 
………………………………………………………………….…………………………………..……………… 
 
…………………………………………………………………...………………………………………………… 
 

Please fax (01482 841897) or post this form back to 
Cottingham Dental Practice. Thank you. 

COTTINGHAM HOUSE 
190-192 KING STREET 

COTTINGHAM 
EAST YORKSHIRE  HU16 5QJ 


