









B: Specialist Opinion only            OR	Specialist Opinion + Treatment             please specify with (











Oral & Maxillofacial Surgery








































































































WHICH DISCIPLINE SHOULD SEE THE PATIENT: TICK ONE ONLY*





Yes











No











URGENT (if yes, please tick one or more of the following:

















Pain for 48 hours











Swelling











Other (please specify):











REASON FOR REFERRAL & RELEVANT MEDICAL / DENTAL HISTORY (attach extra sheets as needed)




















Trauma











Radiographs: please include any relevant radiographs taken in past 12 months





Yes











No











yes











no











Do you wish for the Radiographs to be returned?





Is there any other information we need to know?








Orthodontics



















































































: : The King’s College Hospital NHS Trust Dental Institute : :





King’s College Hospital NHS Trust	To refer to other dental specialties see the � HYPERLINK "https://www.kch.nhs.uk/gps/referral-forms" �King’s College Hospital referral form webpage�


					


Dental Waiting List Office							          Queen Mary’s Hospital


KCL Dental Institute	 							          Frognal Avenue


Bessemer Road								          Sidcup


London SE5 9RS								St       DA14 6LT 


E-mail � HYPERLINK "mailto:kch-tr.dentalmaillist@nhs.net" ��kch-tr.dentalmaillist@nhs.net�						          E-mail � HYPERLINK "mailto:kct-tr.QMSDental@nhs.net" �kct-tr.QMSDental@nhs.net� 


Tel 020 3299 4988								          Tel 0203 960 5500


*For suspected cancer use the � HYPERLINK "https://www.kch.nhs.uk/gps/refer-a-patient/two-week-wait" �2 week wait referral pathway�








: : General Medical Practitioner : :





Name:





Practice


Name & address 


of GP:









































This information is required to identify the CCG of referred patients and to enable the GP to be copied into relevant correspondence by the consultant. Patients’ should bring the details of their GP to the hospital when they attend





























Sex (please tick) (








: : A. Patient Personal Details : :





Date of Referral:











Patient’s Surname:

















Female











Patient’s Forename:











Surname (family name) at birth (if different):











Patient’s Date of Birth:











Contact Address:





House Name


or Number and


Street Name











Town or City:











Postcode*:











Home Phone:











E-mail Address:











Daytime Phone:











Mobile Phone:











Does your patient need to communicate in a language or mode other than English? If yes, please specify:











g





: : GDP Stamp / Address : :











King’s College : : The Guy’s King’s and St Thomas’ Dental Institute : : Guy’s & St Thomas’s Hospital NHS Trust				of King’s College London				 Hospital NHS Trust





Signed:


 (Dentist)


if manual copy

















I confirm that this patient referral comes within the current referral guidelines issued by KCH Dental Institute


                            


Please tick box to confirm (











Print Name


 (Dentist)











Male














