

Primary Care Dental Service – Request for Assessment


This form needs to be typed and then please email referrals to;

Primarycaredentalreferrals@uhbw.nhs.uk

	Patient’s details
	

	Patient’s Name
	

	Gender
	

	Title
	

	
Home address
	

	Postcode
	

	Contact Telephone Number
	
	Mobile Number
	

	Date of Birth
	
	NHS Number
	

	Patient’s Doctor’s Name
	
	Doctors Surgery
	



	Name and job title of Referrer (PRINT)
	

	
Referrers Address
	

	Referrer Telephone Number

	


	Email Address
	



Please tick reason for referral to Primary Care Dental Service:



	Child is on a care protection plan Child is a Child in Need
Child is a Looked after Child
	
	[ ]

[ ]

    [ ]

	Child categorised as SEND
	
	   [  ]

	

	
Learning disability
	
[ ]
	
Acquired brain injuries
	
[ ]

	Diagnosed mental health illness
	[ ]
	Autistic spectrum disorders
	[   ]



Dental treatment complicated by medical condition	[ ]

Medical condition significantly affected by poor oral health	[ ]

Sensory disability making access to general dental service difficult	[  ]

Physical disability making access to general dental service difficult	[ ]
[image: Graphical user interface, application

Description automatically generated]

Next of kin – details: Name and address 

……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………….

Please provide further relevant details of recent social history / family history:


………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

Overview of patient’s medical history, including a list of the patient’s current medication:


………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

	CHECKLIST     Please ensure the following is included / agreed:
	

	Medical history: Any known medical conditions and medications are listed
	
	
	[ ]

	Patient has been informed of request for assessment, and the reason for referral
	
	
	[ ]

	Do you consider this to be an urgent referral? If yes please state why:	Yes
	[ ]
	No      
	[  ]

	
	
	
	




The Primary Care Dental Service reserves the right to refer patients back to the referrerPlease note:

if they do not fit any of the criteria the service is commissioned to provide, or if the form is not legible or completed fully.








	Date of referral
	


	Signature of referrer
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