@
Glumangate Dental Practice

H 46 Glumangate ® Chesterfield ® S40 1TX
PerIOdontaI Tel: 01246 273089
Referral Form contact@glumangatedental.co.uk

www.glumangatedental.co.uk

Patient Details Referring Dentist Details
Title: Name:
First Name: Practice Name:
Last Name: Practice Address/Stamp:

Address:

Postcode:

Date of Birth:

Home Telephone:

Radiographs

Mobile Telephone:
O Please enclose relevant radiographs

Medical History:

Drugs:

O Smoker O Non-Smoker

Reason for Referral:

Periodontal Treatment Already Carried Out (If Any):

Referral Type:

O Consultation Only — (treatment plan devised by periodontist and the recommended treatment carried out at referring practice)

O Hygienist available at referring practice O No Hygienist

O Assessment and Treatment by periodontist at Glumangate Dental Practice

Please tick if you need more: O Implant Referral Forms O Cone Beam CT Scan Referral Forms

O Periodontal Referral Forms O Periodontal Patient Information Leaflets O Periodontal Care Pathway




