ORTHODONTIC TREATMENT REFERRAL FORM

Referring Dentist’s Details (Practice stamp):

Date:

Please complete the following details when referring a patient to us. You may post or fax the details.

Patient Details

Surname:

Firstname:

Address:

Tel No:

DOB:

Male              (                                           Female
(
Please examine and treat the above patient who requires orthodontic treatment. The patient’s main complaint is:

Please send the completed form to:


Central Ortho

341 Bearwood Rd, Smethwick, West Midlands. B66 4DB. 

TEL: 0121 434 4910

OR FAX BACK TO:  

0121 434 4911

TAMWORTH BRANCH:

Central Ortho
16 Ankerside
George Street
Tamworth
Staffordshire
B79 7HQ 

TEL: 01827 61349


OR FAX BACK TO: 01827 64186

