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                                                        Referral letter 

 
 

Referring Dental Surgeon:  Dr_________________________ Date:________________________ 

Practice Name:___________________________________________________________________ 

Practice Telephone Number:_________________________________________________________ 

Email Address:____________________________________________________________________ 

Practice Address;__________________________________________________________________ 

________________________________________________Post Code:________________________ 

 

Patient Name: Mr/Mrs/Miss___________________________________________________________ 

Date of Birth:_______________________________________________________________________ 

Home Tel No.:______________________________________________________________________ 

Mobile Tel No:______________________________________________________________________ 

Patient Address_____________________________________________________________________ 

______________________________________________Post Code:___________________________ 

 

Medical History:_____________________________________________________________________ 

__________________________________________________________________________________ 

___________________________________________________________________________________ 

 

 

Treatment Requested:__________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

 

 

We would be happy to contact the patient directly to arrange an initial consultation,when we can plan and 
quote for the treatment requested by yourself, the referring dental surgeon. 


