
	Referral to Paediatric Dentistry

Please read acceptance criteria
Date of Referral: _____________________



	Referring clinician  (qualification, address, telephone number)


	

	Patient Name

Address

Mobile phone number 
Date of Birth

	

	Relevant medical history including medications


	

	Relevant social history 

	

	Relevant family history


	

	DIAGNOSIS 
	

	Reason for referral 

	

	Previous treatment provided & response


	

	Were radiographs taken?

Relevant radiographs must be attached with dates 

	Yes                 No

Radiographs will be copied and returned

	Indicate suitable level of care

	Undergraduate         Postgraduate            Consultant

	Level of urgency for assessment

	

	Other pertinent information
	


Primary care and prevention must continue to be provided by the referring dentist 

