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	BPDS Dental Referral for use by NON Dental Professionals (FORM B)

	DETAILS OF PATIENT
	DETAILS OF REFERRER (If different from patient)

	NHS NUMBER:

Title:

First name:

Surname:

Address:

Postcode:

Telephone:

Mobile telephone:

e-mail:

Date of birth:

Gender:                  Male   Female  


	Name:

Job title/relationship with patient:
Address:

Postcode:

Telephone:

e-mail:

	
	DETAILS OF PATIENT’S DOCTOR:

	
	Doctor’s name:
Practice name and address:



	DETAILS OF THE PROBLEM / REASON FOR REFERRAL   

	

	MEDICAL HISTORY (please include information on medication if known)

	


	DENTAL HISTORY 

	When did patient last see a dentist? 

Why is patient not going to their Dentist or a local Dentist for this problem?

Is patient able to attend the surgery?  Yes   No   If ‘No’ please state reason:



	SPECIAL REQUIREMENTS

	Interpreter needed:  No   Yes   If ‘Yes’ please state language or if required for hearing impairment.
Hoist required:           No   Yes   
Any other special requirements:


	Signature:
	Job title/relationship with patient:


	Print Name
	Date:  


This form must be completed as fully as possible.

Incomplete forms may lead to delays.
	For Office Use Only

Date Received

Processed by / Date
	


All referrals should be sent to:   
Postal and fax referrals to:  Buckinghamshire Priority Dental Service, Brookside Centre, Station Way East, Aylesbury.HP20 2SR
    ( 01296 831200     
Email (from NHS.net address only):   bpds.bucks@nhs.net
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