
 

 

NEW PATIENT REFERRAL 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  

Patient Details 

Name:  

Date of Birth: /           / Gender: Male/Female 

Address:  

  

Phone:  

Mobile:  

Parent/Guardian:  

 

Problem List 

� Early Childhood Caries � Dental Trauma 

� Cleft Condition � Medically Compromised 

� Oral Pathology � Special Needs Patient 

� Dental Anomalies � Anxious/Phobic Patient 

 

Behaviour 

� Calm � Cooperative � Anxious � Uncooperative 

 

Radiographs 

� PA/BW’s (Date):  � OPG (Date):   

 

Referring Practitioner 

Name:  

Address:  

Ph:  Fax:  

Email:  

 

Other/Comments: 

 

� Appointment made � Patient to phone � NPDS to phone patient 

 


