
 
Referring dentist  ….…………………………………………………………………………………………………… 

Practice  .…………………………………………………………………………………………………………………… 

Address  .…………………………………………………………………………………………………………………… 

……………………………………………………………….  Postcode ……………………………………… 

Tel ..………………………………………………………..  Signature …………………………………….. 

Email ……………………………………………………….………………………………………………………………… 

Patient Name ………………………………………….  D O B ……………………………………………  

Address  ….………………………………………………………………………………………………………………… 

…………………………………………………………………  Postcode ……………………………………… 

Tel (h)  ..…………………………………………………..  Tel (w)  ..………………………………………. 

Email  ..………………………………………………………………………………………………………………………. 

Would your patient like contact by email    yes ☐    no ☐ 

Tooth number  ..………………………………………………………………………………………………………… 
 
Reason for referral  ..…………………………………………………………………………………………………. 
 
…………………………………………………………………………………………………………………………………… 

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

Do you want post and core placed if necessary  ..………………………………………………………. 
 

Pain:  nil ☐  mild ☐  moderate ☐  severe ☐        Swelling:  Yes ☐   No ☐   
 

Tooth previously treated    Y    N                   Advice only ☐     Treatment ☐   

 

Radiographs attached/enc ☐  

 
 
 
Many thanks for your referral. 
Tel 01453 883867   E info@cotswoldendodontics.com      
                            


