
Standard of care - We will aim to contact your patient within 48 hours, and book a consultation within 2 weeks.

Please tick which service you’re referring your patient for

Full Name: Mr/Mrs/Miss/Ms/Dr/Prof:

Address:

DOB:Postcode:       /           /

Tel: Email:

Tel: Email:

PATIENT DETAILS

Surname: Forenames:

Implant

REFERRAL SUMMARY (e.g. reason for referral, specific problem areas, details of pa�ent awareness & future plan for treatment etc)

Periodon�cs Endodon�cs Prosthodon�cs Oral Surgery Seda�on +
Treatment

RELEVANT MEDICAL HISTORY

ENCLOSURE DETAILS

Specialist Centre

391 Wickham Road, Croydon, CR0 8DP
PHONE 020 8777 2040, EMAIL referrals@gentledentalcaregroup.co.uk

      /          /       /          /REFERRING DENTIST DETAILS Date of referral Date referral received


