Professional Referral Form to Community Dental Service
Complete electronically in Microsoft Word or print and complete clearly. Use the Tab key to move between editable fields.
Patient and referral details
	Field
	Response

	Date
	
{{DATE}}

	Patient name
	
{{PATIENT_NAME}}

	Patient date of birth
	
{{PATIENT_DOB}}

	Patient address
	
{{PATIENT_ADDRESS}}



	Health and Care number
	
{{HC_NUMBER}}

	Patient contact number
	
{{PATIENT_CONTACT}}

	Referrer name and occupation
	
{{REFERRER_NAME_OCCUPATION}}

	Referrer contact number
	
{{REFERRER_CONTACT}}

	Next of kin
	
{{NEXT_OF_KIN}}

	Next of kin contact number
	
{{NEXT_OF_KIN_CONTACT}}


Referral information
Why is this patient not suitable for general dental practice?
{{NOT_SUITABLE_REASON}}
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
Dental problems
{{DENTAL_PROBLEMS}}
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
Medical problems Include relevant Kardex information.
{{MEDICAL_PROBLEMS}}
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
General medical practitioner name and address
{{GMP_DETAILS}}
________________________________________________________________________________
________________________________________________________________________________
Special requirements For example: domiciliary visit, hoist transfer or interpreter.
{{SPECIAL_REQUIREMENTS}}
________________________________________________________________________________
________________________________________________________________________________
Please note: As there is limited domiciliary treatment provision, patients are encouraged to attend the clinics where the full range of care is available.
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