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SPECIALIST REFERRAL

Introducing …………………………………………………………….  DOB. …………………………….      Sex M/F

Parent/Guardian contact ……………………………………………………………………………………………….....

Phone number ………………………………………………………………………………………………………………….

Email address ……………………………………………………………………………………………………………….....

Clinic Location

 224-226 Caroline Springs Boulevard, Caroline Springs 3023  Phone (03) 9363 7888

 242 Hoppers Lane, Werribee 3030   Phone (03) 9749 6677

Reason for referral

   Opinion and management          General Dental Care            Opinion only

Patient may require

    Nitrous oxide/GA                        GA                                            GA discussed with parent

Radiographs enclosed

    OPG/PA/BW                               Emailed to parent to show specialist             Not taken

Notes……………………………………………………………………………………………………………………………….

………………………………………………………………………………………………………………………………………..

………………………………………………………………………………………………………………………………………..

………………………………………………………………………………………………………………………………………..

………………………………………………………………………………………………………………………………………..

………………………………………………………………………………………………………………………………………..

Referring clinician …………………………………………………………………………………………………………..,

Practice address ……………………………………………………………………………………………………………….

Signature ……………………………………………………………………………………… Date ……………………….. 

http://drcharmainehall.com.au/

