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: : The Guy’s and St Thomas’ Dental Hospital (part of KCL Dental Institute)  : :





Guy’s & St Thomas’ Hospital NHS Trust


New Patient Referral Unit


Floor 25, Tower Wing


Guy’s Hospital


Great Maze Pond, London SE1 9RT


e-mail: �HYPERLINK "http://gti/resources/clinical-directorates/Local Settings/Temporary Internet Files/gst-tr.DentalReferrals@nhs.net"��gst-tr.DentalReferrals@nhs.net�


Tel  020 7188 80062831


								











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




















WHICH DISCIPLINE SHOULD SEE THE PATIENT: Please tick ONE ONLY*


1.2 Restorative:  restorative            ��
1.3 Restorative: Periodontology       ��
1.4 Restorative: prosthetics              � 


�
�
1.5 Restorative: crown/bridge        �


�
1.7 Restorative: surgical endo          �


�
1.8 Restorative: implants                  ��
�
6. Ortho extractions (GA)               �                   


�
4.  Paediatric Dentistry                     �


�
5.  Orthodontics                                 �


�
�
9. Oral Medicine                              �


�
7.  Sedation and Special Care          �


�
8.  Oral & Maxillofacial Surgery     �


�
�






*MANDATORY*





Practice Name & address of GP:





Name:











This information is required to identify the Primary Care Trust 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








: : General Medical Practitioner : :








No





Yes





No





Yes











Is there any other information we need to know?





Do you wish for Radiographs to be returned? 





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


























REASON FOR REFERRAL & RELEVANT MEDICAL/DENTAL HISTORY





Other (please specify):








Trauma                               �





Swelling                              �








Pain for 48 Hours              �





Malignancy suspected       �




















No 





Yes 





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








11. Other _____________________________________ (specify)





Sex (please tick) (








: : A. Patient Personal Details : :





Date of Referral:











Patient’s Surname:

















Female











Patient’s Forename:











Patient’s NHS Number: *MANDATORY*














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:





: : GDP Stamp / Address : :





Please Turn Over & Complete Page 2





: : The Guy’s and St Thomas’ Dental Hospital (part of KCL Dental Institute)  : :


Guy’s & St Thomas’ Hospital NHS Trust








Signed:


 (Dentist)


if manual copy

















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


                            


Please tick box to confirm (











Print Name


 (Dentist)











Male








