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       REFERRAL FORM FOR SURREY COMMUNITY DENTAL SERVICE 
Please use Surrey Community Dental Referral Criteria and Guidance Sheets to assist with your referral.
Please complete all sections. Incomplete referral forms will be returned.
	Section 1. PATIENT DETAILS:

	Last Name:


	First Name:
	Title:



	Date of Birth:
	Age:


	NHS No.

	Address:

Post Code:
	Tel No:



	Section 2. GMP DETAILS:

	GMP’s Name:

Practice Address:
Tel no:

	Section 3. REFERRER DETAILS:

	GMP □     Care Homes □      Support Worker □    School Nurses □      Social Care Practitioners □

Name of Referrer:

Practice Name & Address:
Tel No:                                                                                  Email:

	Section 4. CARER DETAILS (If applicable):  Yes/No

	Name & Address:
Relationship to Patient:                              
Tel No:                                                                                 Email: 

	Section 5. SIGNIFICANT MEDICAL HISTORY:

	Please include a printed Summary of Medical History 
Medical details:

Medications:
Allergies:
Relevant Social or Family History:

	Section 6. REFERRAL DETAILS: 

	Please advise reason patient unable to be treated by a General Dental Practitioner and referral to Surrey Community Dental Service is requested:


	Section 7.  DENTAL HISTORY:

	History of present complaint and any treatment already undertaken. Please outline any treatment attempted and why it was unsuccessful:  

Please include details of Investigation, X-rays or Referrals to other departments.



	Section 8. APPOINTMENT REQUIREMENTS:

	Interpreter Required?                               Yes/No        Language: ______________________

Is the Patient a Wheelchair user?            Yes/No        Is GA required?                               Yes/No   

Does the patient require a hoist               Yes/No        Is Inhalation Sedation required?      Yes/No              



	Section 9. EXEMPTION DETAILS: 

	Is the Patient Exempt:        Yes     □        No    □           Proof of exemption is required
If patient has an HC2 or HC3 certificate, please enter the certificate number below
□ Full remission HC2 Certificate                  Certificate Number:________________

□ Partial Remission HC3 Certificate            Certificate Number:________________

If patient is not exempt, they will be required to pay the appropriate NHS dental charges.


	Section 10. SIGNATURES:
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Referrer

I confirm that the details enclosed are correct to the best of my knowledge. I understand that should the patient be accepted for treatment that this will be for a single course of treatment

Signed………………………………………………..             Dated…………………………………….

Print name…………………………………………...

Patient

I the Patient/Parent/Carer (delete as applicable) agree to the referral to the Surrey Community Dental Service as explained to me by the referrer

Signed………………………………………………..             Dated…………………………………….

Print Name…………………………………………..


Referrals for Domiciliary care will only be considered via GMP referral – please use separate Domiciliary Referral Form

Email completed forms (from NHS email accounts only) to: Vcl.communitydentalservices@nhs.net
or post to:  Surrey Community Dental Referral and Triage Centre, Buryfields Clinic, 61 Buryfields Rd, Guildford, GU2 4AX
Send Completed form to:


Dental Department


1st Floor, Rowan House


Epsom General Hospital


Dorking Road


KT18 7EG		Tel: 01372 735342


			Fax: 01372 735442
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