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Special Care (Adults and Children) Referral Form
	Patient / details
	Surname
	

	First Name
	
	Date of Birth
	

	Sex
	(Male ( Female 
	Age
	

	NHS Number
	
	Preferred Language
	

	Address:

	

	Postcode:

	Contact telephone number 

	

	Occupation(Adults):
	School (Children):


This patient has (indicate all relevant fields):
	Learning Disabilities.
	
	Physical Disabilities.
	

	Complex Treatment need.(Children)
	
	Dental Anomaly.(Children) 
	

	Complex Medical Condition.
	
	Sensory impairment.
	

	Degenerative Condition.
	
	Dementia.
	

	Mental Health Condition.
	
	Communication difficulties.
	

	Other (please state) e.g. Challenging Behaviour.

	

	Is this a referral for Domiciliary Assessment:  Yes  
 No 

	Does the patient require any reasonable adjustments? (please state)


	Does the patient have capacity to consent? Yes  
 No 

	Next of Kin: Name
	Carers details: Name 

	Address:
	Address:

	
	

	Postcode:
	Contact number 
	Postcode:
	Contact number


	General Practitioner  (Doctor)  Details:
	Dental Practitioner/ Referring Practitioner.

	Name:
	Name:

	Address:
	Address:

	
	

	
	

	Postcode:
	Postcode:

	Tel No:
	Tel No:


Treatment Needs.
	Extractions 
	
	Restorations
	
	Other treatment
	

	


	
	


	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	Please enclose current Radiographs if any.
	


	Signature of Referring Dentist.


	For Office use:
	Initials

	
	Date Received.

	
	Date Triaged.

	
	Accept/Reject


