Rotherham Minor Oral Surgery Service Referral Form
	Patient’s name & address
DOB:
	Referring practice stamp



	Name of referrer:
	

	Signature of referrer:
	
	Date:
	


	Brief history (including relevant medical history) and procedure requested:


	Reason for referral and checklist (tick as appropriate)

	
Removal of buried / fractured roots or residual root fragments:

Removal of impacted / ectopic / supernumerary tooth:

Minor soft tissue surgery:

Apicectomy  (not including lower pre-molars or molars):


	Is the referral:
Routine?

Urgent?

Is there a recent, appropriate radiograph/s enclosed?

Is there a recent medical history enlosed? 




Send completed form (with standard FP17RN) to:

Dr Tom Dyer

Kimberworth Park Dental Practice

248 Kimberworth Park Road

Rotherham, 

South Yorkshire S61 3JN
01709 554239

