SPECTALIST
DENTAL

PATIENT REFERRAL FORM

DATE OF REFERRAL: DATE OF BIRTH:

HOME TEL NoO:

MR [ Mrs [ Ms [ OTHER [_]
SN WORK TEL NO:
FORENAME(S): MOBILE NO:
ADDRESS:

EMAIL:
POST CODE: BEST TIME TO CALL:
HAS PATIENT BEEN REFERRED BEFORE: Yes [ No [

PLEASE INDICATE TYPE OF REFERRAL:
L] IMPLANTS (DR NADA AL-NAHI / DR SOHAIB SAFIULLAH) [_| PERIODONTICS (DR NADA AL-NAHI) [_] PROSTHODONTICS (DR SOHAIB SAFIULLAH)
[_] RESTORATIVE DENTISTRY (DR SOHAIB SAFIULLAH) [_] ENDODONTICS (DR SOHAIB SAFIULLAH) [_] ORTHODONTICS (DR SARAH BURNS)

(L] DENTAL HYGIENE
REFERRAL FOR: ADVICE [  TREATMENT [_]

X-RAYS ENCLOSED:  YES ]  No [] Stupy casts ENCLOSED:YES ]  No [l

REFERRING PRACTITIONER DETAILS:

ADDRESS
MR [ Mrs ] Miss [ Ms [ Dr [
FIRST NAME CITY/TOWN
SURNAME PosT CODE
E-MAIL TELEPHONE NO
SIGNATURE FAX NoO

REFERRAL INFORMATION:

ALL PATIENTS WHO HAVE BEEN REFERRED TO THE PRACTICE WILL BE RETURNED BACK TO YOU ONCE TREATMENT HAS BEEN COMPLETED (UNLESS OTHERWISE
REQUESTED). IT IS OUR POLICY TO KEEP YOU INFORMED AT THE BEGINNING AND END OF TREATMENT. I[F THE PATIENT HAS ONLY BEEN REFERRED FOR ASSESSMENT OR
TREATMENT PLANNING, A LETTER WILL BE SENT BACK AS SOON AS POSSIBLE.

PLEASE FEEL FREE TO CONTACT THE PRACTICE AT ANY TIME IF YOU HAVE ANY QUESTIONS OR QUERIES, OR IF YOU WOULD
LIKE TO DISCUSS ANY ASPECT OF THE TREATMENT WITH THE SPECIALIST.

THANK YOU FOR YOUR REFERRAL

(TOP COPY TO GO TO SPECIALIST DENTAL BOTTOM COPY FOR YOUR RECORDS)

DR SOHAIB SAFIULLAH BDS (LOND) MSc FDS RCPS FDS (REST DENT)
REGISTERED SPECIALIST IN PROSTHODONTICS, PERIODONTICS, ENDODONTICS & RESTORATIVE DENTISTRY

DR NADA AL-NAHI BDS (LOND) MSC MCLINDENT (PERIO) FDS MRD RCS (ENG)

REGISTERED SPECIALIST IN PERIODONTICS. PRACTICE LIMITED TO PERIODONTICS & IMPLANT DENTISTRY

SPECIALIST DENTAL, PREMIER HOUSE, 25-27 CHERTSEY STREET, GUILDFORD, SURREY GUI 4HD
[ 01483 504705 F 01483 511370 E INFO@SPECIALISTDENTAL.CO.UK
WWW.SPECIALISTDENTAL.CO.UK




