       Referral Form for CBCT Scan [image: image1.jpg]Peppermint

DENTAL CENTRE




	Patient’s Name


	Mr / Mrs / Miss / Ms / Other:
(please circle)

	Patient’s Address

	

	Patient Contact No
	

	Patient’s Email
	

	Date of Birth

	

	Medical History

(or enclose)
Pregnant:
	YES:                                               NO:

	Clinical Indication For The Scan:
	

	Examination Required:
(Please Circle)


	Maxilla                                           Mandible
Left                                                Right   


	Any Previous Imaging if Relevant
	YES / NO

	Referring Dentist Name & Signature:

GDC No:

	                

	Practice Name
	

	Practice Address

(inc postcode)


	

	Practice Telephone No:
	

	Practice Email:
	


Peppermint Dental Centre 189 NORWICH ROAD, WYMONDHAM, NORFOLK NR18 0SJ
Tel: 01953 603360                                               info@peppermintdental.co.uk                                           www.peppermintdental.co.uk
