Specialist Dental Referral Proforma
Patient Details
Full Name: ________________________________
Date of Birth: __________ Age: ________
Address: __________________________________
Telephone: __________   Email: __________
NHS Number (if applicable): _______________
Referring Dentist/Practice
Referring Dentist Name: ___________________
Practice Name: ___________________________
Practice Address: _________________________
Practice Email: __________   Phone: _______
Reason for Referral
☐ Intravenous sedation
☐ Oral surgery (e.g., extractions)
☐ Paediatric dentistry
☐ Endodontics
☐ Implant Maintenance
☐ Dental Implants
☐ Periodontal care
☐ Restorative care
☐ Inhalation sedation  
☐ Hygienist services
☐ CBCT referral
☐ Prosthodontics
☐ Other (please specify): ___________________
Clinical Details
Presenting Complaint: _____________________
Relevant History (dental/medical/social):
_________________________________________
Clinical Findings / Diagnosis:
_________________________________________
Relevant Radiographs enclosed?  ☐ Yes   ☐ No
Medical History
Significant medical conditions: ____________
Allergies: ________________________________
Current medications: _______________________
Special considerations (mobility, disabilities, etc.):
_________________________________________
Treatment Requested / Outcome Expected
_________________________________________
_________________________________________
Urgency of Referral
☐ Routine
☐ Soon (within 6 weeks)
☐ Urgent (within 2 weeks) – reason: ____________
Consent
☐ I confirm the patient (and/or parent/guardian) has consented to this referral and to the sharing of relevant information.
Referring Dentist Signature: _______________
Date: __________
For Specialist Clinic Use Only
Date Received: __________
Referral accepted: ☐ Yes   ☐ No
Appointment offered: ______________________
Specialist Name: __________________________
