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This form is available online at :  http://www.cambscommunityservices.nhs.uk/what-we-do/dental-healthcare-services/sedation-services
DENTAL REFERRAL FORM FOR ADULT SEDATION
	Patient details:

Mr/Mrs/Miss/Ms/Dr/Other (please circle)
Patient First Name: ………………………………….
Patient Surname: ……………………………………..
Gender:  ……………………………………………….
Date of Birth: ………………..Age………..(16-65yrs)

Address:  ……………………………………………...
………… …………………………………………........   
Postcode 
Telephone (please tick preferred contact):

□ Home ……………..…………………………..........
□ Work ……………………………………………......
□ Mobile…………..……………………………………
GP’s Name (must be within Cambridgeshire border) ………………………………………………………….
Practice Address………………………………………
…………………………………………………….........
……………………………………………………........
Telephone …………………………………………….
	Name of referring dentist:

…………………………………………….
Practice Name and Address
(or Practice Stamp)
………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………
Telephone………………………………….
Fax…………………………………............ 

Email……………………………………….


	Please note only patients from within Cambridgeshire County Boundary will be considered for this service.


	1. Dental Treatment Plan
Treatment offered under IV sedation:

· Routine restorations. Please note tooth coloured restorations are not provided on posterior teeth.
· Routine exodontia
· Orthodontic extractions need to be referred to Community Dental Services.
· Root canal treatments, dentures, crowns and bridges, other advanced restorative treatment and minor oral surgery will not be considered under IV sedation.
Treatment requested



Patient Name………………………………………………………………DOB……………… 

	MISSING INFORMATION

Please note that If referral details are not complete, the form will be returned to you for missing information to be supplied


	2.Relevant Medical History (including medication and allergies)
Patient height:               cm
Approximate patient weight:          
Is BMI 31 or below       Yes/No    (the referral will be rejected if this information is not provided)
All other relevant medical history.



	3. I am enclosing the following x-rays:
· OPG

· BW

· PA

· If no radiographs enclosed please state why ………………………………..

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

	4. I am unable to treat this patient because:-



	


	I CONFIRM

	As the referring practitioner I can confirm that I have discussed alternative methods of pain and anxiety control as prescribed by the General Dental Council and I am making this referral according to the CCS NHS Trust Dental Service protocol which I have read and the patient is fully aware of the implications and procedure of sedation.
Signatu Signature of dental practitioner ….………..……………………

Date…………...............

………

Please print name……………………………………….
Practice…………………………………..


Treatment Costs
· Unless exempt referred patients will be charged a Band 1 NHS charge by the referring practitioner.

· CCS will charge (unless proof of exemption is seen) a Band 2 NHS charge which will cover all treatment costs regardless of number appointments required.
Please send completed referral form/s to:
Attention:

IV Sedation Service

Dental Healthcare Cambridgeshire

Brookfields Health Centre

Seymour Street

Cambridge CB1 3DQ
Tel:  01223 723093 
Fax: 01223 723101[image: image1.emf] 
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