
Referral
Dr Mike Booth BDS VUManc and Dr Marian Vallina BDS Birm. and hygienists.
Implant, Endodontic, Prosthetic and Peridontal Referral. 

Referring dentist

Name and address

Date of referral

Telephone             Fax

Email 

Patient details 

Name and address

Telephone number (home , work and mobile)

Date of birth 

 

Relevant Medical History

Please include any relevant radiographs and models which may help in evaluating the patient.  These will be returned 
after use. 

Type of referral (please tick)   

Patient new to your practice ❑ Regular attender ❑

Full perio case assessment 

The patient is experiencing – please indicate and provide detail 

Pain ❑ Swelling ❑ Bleeding ❑ Bad taste ❑ Recurrent abscesses ❑ Tooth mobility ❑ Difficulty chewing ❑

Isolated perio procedure

Please specify: crown lengthening, guided tissue regeneration, gingival recession.

Implants

Implant placement only ❑ Implant placement and restoration ❑

Please specify reasons for referral 

 

Prosthodontics

Please specify

Orthodontic referrals 

Reason for referral 

Consultation ❑ Crowding/Spacing ❑ Anterior and Posterior Crossbite/Open Bite/Deep Bite ❑

Class II Malocclusion ❑ Class III Malocclusion ❑ Invisible Brace (Invisalign/Lingual Appliance) ❑   

Tooth wear/bruxism ❑

Other – please specify 

Endodontic Referrals 

Reason for referral – please specify in detail. 

 

Other referral reasons

Total Dental Ambleside Ltd.
East Lynne, Millans Park
Ambleside  LA22 9AG

tel 015394 32544
fax 015247 62667
email cheribooth@hotmail.co.uk
web www.totaldental.co.uk Continued


