MOuUuTH MATTERS REFERRAL PRACTICE:
PROSTHODONTIC REFERRAL

DR PauL TiPTON BDS M.Sc. DGDP

GDC REGISTERED SPECIALIST IN PROSTHODONTICS

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

PROSTHODONTICS

D CONSULTATION

COSMETIC DENTISTRY

FuLL MOUTH RECONSTRUCTION
IMPLANT PROSTHETICS
TREATMENT OF WEAR

IMPLANT RETAINED DENTURES
FuLL DENTURES

SMILE MAKEOVER

DENTAL FACE LIFT

GuM LIFT

odoooooono

OTHER

ISOLATED PROCEDURE (PLEASE SPECIFY)

SEDATION RERUIRED (ORAL / IV) [ ves [ ~o
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FURTHER REFERRAL FORMS CAN BE DOWNLOADED FROM OUR WEBSITE



