
Referring Dentist   ……………………………….                                                                   Date............................. 

Practice stamp or complete details 

 

 

Patient’s Full Name: ................................................  Date of Birth: ............................  

Address: .......................................................................................................................... 

Tel. No. Home: ................................ Work: .............................. Mobile......................... 

Full Name of Parent/Guardian                        Address (if different to above) 

Surname..................................                        ........................................................... 

First Name...............................                        ........................................................... 

Tel. No. Home: .....................................     Work: .............................. 

 Reason for referral/special remarks 

 

Brief assessment 
 
Oral hygiene                    Good            Fair         Poor 
 
Incisor Classification         Class    I          II        III         don’t Know 
 
Overjet      ............mm 
 
Overbite            Normal       Increased      Reduced 
 
Canines palpable      Yes     No      Not checked 

 

Crowding           Severe      Moderate     Mild       Don’t know 




