MOuUuTH MATTERS REFERRAL PRACTICE:
IMPLANT REFERRAL

DR ANDREW LEGG BDS, MFDS RCS ED, PG DIP IMP PROS ‘\: 7
PRACTICE LIMITED TO ORAL SURGERY AND IMPLANT DENTISTRY < /1.

REFERRING DENTIST

NAME DATE
ADDRESS TEL
FAX

POST CODE EMAIL

PATIENT DETAILS

NAME HoME
ADDRESS WORK
MoB
DOB
POST cODE EMAIL

RELEVANT MEDICAL HISTORY

PLEASE INCLUDE ANY RADIOGRAPHS AND MODELS WHICH MAY HELP IN EVALUATING THE PATIENT. WE WILL RETURN THEM TO YOU AFTER USE.

TYPE OF REFERRAL (PLEASE TICK)

[[] PaTIENT NEW TO YOUR PRACTIGE [[] ResuLar aTTENDER

IMPLANTS

D IMPLANT PLACEMENT ONLY

D IMPLANT PLACEMENT AND RESTORATION

D PLEASE SPECIFY DETAILS OF THE PROBLEM:

SEDATION RERUIRED (ORAL / 1V) [ ves [ ~o

5 YORK STREET, CHESTER CH1 3LR °*® TEL: 01244 343353 °* FAXi 01244 343363
I:CINTAI:T@MCIUTHMATTERS.I:I:I.LIK ®* WWW.MOUTHMATTERS.CO.UK
FURTHER REFERRAL FORMS CAN BE DOWNLOADED FROM OUR WEBSITE



