
Name:  

Date of Birth:  DD / MM / YYYY

MRN Number:

NHS Number:

(OR AFFIX HOSPITAL LABEL HERE)

Oral Medicine & Intra-Oral
Soft Tissue Referral Form

GHNHSFT/Y1195/10_18  Review Date: 10_21TO BE FILED IN PATIENT’S HEALTH RECORD

www.gloshospitals.nhs.uk/glosmaxfax
Please advise your patients that treatment will most likely be performed at Cirencester Hospital. 
Please tick [  ] to confirm patient informed.

Patient details

Name D.O.B

Gender           Male        Female   NHS No (Mandatory)

Address

Postcode

Home telephone Mobile telephone

Any medical conditions, allergies/reactions and medications

Mouth Map – please annotate location of lesion(s)

Other Information:

Please include details of mobility or communication issues relevant to the patient’s treatment

Signature of referring dentist: Date: DD / MM / YYYY

Name of referring dentist (please print):

Address of referring dentist:

NB. Please ensure form is fully completed before submitting referral to OMFS Booking Office, GRH. 
Incomplete forms will be returned to sender without an appointment being made.
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Name of referring dentist (print name) Date
              DD / MM / YYYY

Address of referring dentist

Provisional diagnosis and treatment requested. 

Please use mouth map


