MOUTH MATTERS REFERRAL PRACTICE: ENDODONTIC REFERRAL
DR BiLaAL HussaIN DDS, MFDS RCS(EDIN), PG DIrP (ENDO)
PRACTICE DEVOTED TO ENDODONTIC DENTISTRY

REFERRING DENTIST

NAME DATE
ADDRESS TEL
FAX
POST CODE EMAIL

PATIENT DETAILS

NAME HOME
ADDRESS MOB
DOB

PosTCODE_ EMAIL

RELEVANT MEDICAL HISTORY

PLEASE INCLUDE ANY RAOIOGRAPHS WHICH MAY HELP IN EVALUATING THE PATIENT. WE
WLLL RETURN THEM TO YOU AFTER USE.

TYPE OF REFERRAL (PLEASE TICK)

D PATIENT NEW TO YOUR PRACGTIGE D REGULAR ATTENDER

REASON FOR REFERRAL (PLEASE TICK) TooTH NOTATION

D CONSULTATION

D INITIAL ROOT TREATMENT

D RE-ROOT TREATMENT

PERFORATION / ROOT RESORPTION TREATMENT

INSTRUMENT REMOVAL

ENDODONTIC SURGERY (CONSULTATION REQUIRED)
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OTHER (PLEASE SPECIFY)

SEDATION RERUIRED (ORAL / IV) [] ves ] ~o

5 YORK STREET, CHESTER CH1 3LR * TEL: 01244 343353 * FAX: 01244 343363
CONTACT@MOUTHMATTERS.CO.UK * WWW.MOUTHMATTERS.CO.UK

FURTHER REFERRAL FORMS CAN BE DOWNLOADED FROM OUR WEBSITE



