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Please complete and return via email (Subject Line: ‘ENDO REFERRAL’):  info@limewooddental.co.uk 

	PATIENT DETAILS

	Full Name: …………………………………….………………………   Date of Birth: ………………….………

Address & Post Code:
Telephone Number(s):
E-mail Address:


	RADIOGRAPH INCLUDED?

	Please include a recent Periapical X-Ray which extends at least 2mm beyond the apex of the tooth in question.

	☐YES   ☐NO 
Reason if not……..……………………………………………….

	CLINICAL INFORMATION

	CLINICAL REASON FOR REFERRAL.  Please detail reason for referral and any relevant history – including any complicating patient factors.



Please detail if you are happy for Limewood Dental Care to provide a restoration (crown/on-lay/etc) after the endodontic treatment, or if you would like the patient to return with ONLY a core-filling? (What core filling material would you prefer?)



 


	ADDITIONAL INFORMATION

	MEDICAL HISTORY / MEDICATION(S) / ALLERGIES – anything which is relevant.






	REFERRER DETAILS

	Full name:
GDC Number:
Practice Name/Address:
Telephone Number:
E-mail Address:

	Fees

	
Incisors – FROM £445
Pre-molars – FROM 595
Molars – FROM 745


	If you have any questions, please contact Charlie Ding (Lead Clinician) on 07812 218 123.
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