THE

O3 DENTURE & IMPLANT
CLINTILZC

Implant Referral Form
LEVEL OF REFERRAL

Level of referral (please tick as appropriate):

[ | Opinion Only [ ] Maxilliary [ | Mandible [ ] Partial
[ ] CTScanonly [ ] Right [ ] Central [ ] Left
[ ] Augmentation Only: [ ] sinus [ ] PRGF

[ ] Ridge Augmentation
[ ] Softtissue corrections (describe below)
[ ] Surgical Referral (implant placement and uncovering)

Do you wish to place abutments and provisional prosthetics L JYEs []NO

[]

Full case Referral (Patient to be referred back to your care on completion)

[ | Radiographs enclosed?

Any Other Details:

Referring Dentist Name: Signature:

Date:

The Denture and Implant Clinic

42 and 46 Banstead Road 0 T:020 8404 1456
Carshalton Beeches & F: 0208404 1420
Surrey X info@thedentureclinic.co.uk

SM5 3NW @& www.thedentureclinic.co.uk



