
Referral Form
Patient Details

Referral Required

Endodontic Referrals

Referring Dentist

Medical History Referral / CBCT Details

Name: ..................................................................
Address: ..............................................................
...............................................................................
...............................................................................

Date of Birth: .....................................................
Telephone: .........................................................
Mobile: ................................................................
Email: ...................................................................

Endodontics
Dental Implants
Removable Prosthodontics

Fixed Prosthodontics
Failing Crowns & Bridges 
Cone Beam CT Please tick if a report is required

Tooth Wear
Splint Therapy

Name: ..................................................................
Practice Address: ..............................................
...............................................................................
...............................................................................

Signature: ...........................................................

Date referred: ....................................................
Telephone: .........................................................
Fax: .......................................................................
Email: ...................................................................

THANK YOU FOR YOUR REFERRAL

RCT 
Re-RCT
Opinion only
Apical surgery
Other (please specify)

Treatment required:

Please tick if you would 
like the post & core or 
foundation restoration  to 
be placed 

Please indicate tooth:

8 7 6 5 4 3 2 1 

8 7 6 5 4 3 2 1 

1 2 3 4 5 6 7 8

1 2 3 4 5 6 7 8

.......................................................................

.......................................................................

.......................................................................

.......................................................................

.......................................................................

.......................................................................

Naidu & Naidu, Dental Surgeons
132 Gubbins Lane, Harold Wood, RM3 0DP
Phone: 01708 346540 / 341587
Email: info@naidudentalcare.co.uk
www.naidudentalcare.co.uk

........................................................


