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General Anaesthetic Dental Assessment Service

Form 1 Please PRINT
Referral Urgent / Routine (Please circle)  
If urgent give reason ………………………………………………………………...
Name of patient……………………………………………………………………….
Date of Birth……………………………………….Male/Female (Please circle)
Address………………………………………………………………………………...
……………………………………………………..Postcode………………………...
Telephone number……………………………………………………………………
Name of referring dentist……………………………………………………………..
Address of referring dentist…………………………………………………………..
………………………………………………Telephone number……………………
Is an interpreter needed?   Yes/No    If Yes which language.........................................
Duties of referring dentist
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1. I confirm that I have discussed treatment options with the patient/parent/legal guardian, including the alternatives to general anaesthesia 
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Providing Quality Care



2.  I confirm that relevant radiographs are enclosed.  





If no give reason why not……………………………………………………………
3. I confirm that relevant blood tests have been obtained and the results enclosed.  
If not required tick here

4. I confirm that the risks associated with general anaesthesia have been discussed with the patient/parent/legal guardian

4. I confirm that preventative information and instruction has been given to the patient prior to referral

Signature of referring dentist………………………………………….
Date ……………...
TO BE COMPLETED BY PARENT/LEGAL GUARDIAN

Tick boxes:

1. I agree to the treatment proposed.  It has been explained to me by the dentist named on this form.

2.  All treatment options have been discussed with me including the alternatives to general anaesthesia

3.  I understand that the treatment will not be carried out by the dentist who has been treating my child so far and that any additional procedure in addition to the investigation or treatment described will only be carried out if it is necessary and in the best interest of my child and can be justified.
4.  I have told the dentist about any additional procedures I would not wish to be carried out straight away without my having the opportunity to consider them first

Signature……………………………………..Print Name…………………………………..
Date……………………………………Relationship to patient……………………………..
Please return completed form to Mr C Rowe, Clinical Director, 

City Health Dental, 71-75 Jameson Street, Hull, HU1 3JF


General Anaesthetic Dental Assessment Service

Form 2
Name of patient………………………………………………Date of Birth…………………
To be completed by referring dentist:

1. Is the patient experiencing pain 


YES / NO (Please circle)
2. Is there any swelling 




YES / NO (Please circle)

Site?...................................................................................................................
3. Relevant dental History…………………………………………………………….
…………………………………………………………………………………………
4. Has the patient had previous extractions under General Anaesthesia    
YES / NO (Please circle)

If Yes Please Give Date……………………………………………………………..
5. Justification for General Anaesthesia………………………………………………
………………………………………………………………………………………….
6. Preventative advice given …………………………………………………………..

Date given……………………………………………………………………………..
Treatment

Teeth to be extracted : Please circle separately, signify roots to be extracted by X above the tooth and supplemental/supernumerary teeth by S
Permanent Teeth
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If permanent teeth or sound primary molars are to be extracted, radiographs to check for the presence of unerupted teeth are required.  
Please enclose relevant radiographs, if not the child will be referred back to your practice.
Radiographs enclosed    




YES / NO (Please circle)
List any enclosed radiographs…………………………………………………………..
Blood results enclosed   




YES / NO (Please circle)
ALL RESTORATIVE WORK TO BE CARRIED OUT BEFORE REFERRAL
Signature of Dentist…………………………………………… Date…………………...
Print Name…………………………………………………………………………………

General Anaesthetic Dental Assessment Service

Medical History Form - Form 3
Name of patient………………………………………………Date of Birth…………………
Name and Address of Family Doctor (GP)…………………………………………………
…………………………………………………………………………………………………..
	1. Has the patient ever?
	Yes
	No
	5. Is the patient allergic to?
	Yes 
	No

	Been in Hospital
	
	
	Penicillin
	
	

	Had an Operation
	
	
	Other Antibiotics
	
	

	Had a General Anaesthetic 
	
	
	Local Anaesthetic 
	
	

	If YES please give details 


	Any other Medicines 
	
	

	
	Latex/Rubber
	
	

	Has the patient or another family member ever had problems associated with General Anaesthesia 
	
	
	Food Fruits (e.g. peanut)
If YES please give details
	
	

	
	
	
	
	
	

	2. Has the patient a history of?
	
	
	6. Is the patient taking?
	
	

	Heart Disease
	
	
	Medicines
	
	

	Rheumatic Fever
	
	
	Inhalers
	
	

	Anaemia
	
	
	If YES please give details 

	Bleeding or Blood Disorder
	
	
	

	Sickle Cell/Thalassaemia 
	
	
	

	
	
	
	7. Is the patient?
	
	

	3. Has the patient ever had?
	
	
	Hard of hearing/deaf
	
	

	Asthma
	
	
	Partially sighted/blind
	
	

	Admissions to hospital due to asthma
	
	
	Have Special Educations Needs 
	
	

	Bronchitis
	
	
	Have mobility problems 
	
	

	Pneumonia 
	
	
	
	
	

	
	
	
	
	
	

	4. Has the patient ever had?
	
	
	8. Is there anything else we should know?

	Epilepsy
	
	
	

	Convulsions
	
	
	

	Liver Disease
	
	
	

	Hepatitis/HIV/AIDS
	
	
	

	Kidney Disease
	
	
	

	Diabetes
	
	
	

	
	
	
	


Signed by Parent/Legal Guardian…………………………………………………………...

Date……………………………………………………………………………………………..
Signed by Dentist………………………………………………………………………..........
Date……………………………………………………………………………………………..
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