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PATIENT REFERRAL TO 
BRIGHTON & HOVE SPECIAL CARE DENTAL SERVICE
Please complete ALL sections of this form (including reverse) and enclose any relevant radiographs/correspondence

PATIENT DETAILS

Surname: …………………………………………………………………………………
Forename(s): ……………………………………………………………………………..
Male         □
  
Female
□

       Date of birth: …………………………
Address: ………………………………………………………………………………….

……………………………………………………………………………………………

Post code: ………………………………………………………………………………..
Tel no: ……………………………………………………………………………………
NHS Number: …………………………………………………………………………….
Name of Parent/Guardian/Carer: …………………………… Tel no: …………………….
Exempt Y/N? ……………………………………………………………………………….
REASON FOR REFERRAL – Please tick all that apply and give details.

□ Learning disability
…………………………………………………………………………………………….
□ Physical disability

…………………………………………………………………………………………….
□ Medical problem affecting 
delivery of dental care

…………………………………………………………………………………………….
□ Mental Health diagnosis

…………………………………………………………………………………………….
□ Looked after children / 
on Child Protection Register

…………………………………………………………………………………………….
□ Dental phobia / challenging behaviour / 
severe management difficulties

…………………………………………………………………………………………………………….
□ Other …………………………………………………………………………………...
Please note:

The service does not provide intravenous sedation.

Dentists referring children for GA must use the Dental Service GA referral form.
ADDITIONAL REQUIREMENTS – Please include any necessary details, e.g language, mobility.
□ Interpreter ………………………………………………………………………………
□ Wheelchair user ………………………………………………………………………..
□ Domiciliary ……………………………………………………………………………...
	MEDICAL HISTORY (including medication)



DENTAL CARE REQUIRED (If known)
□ Urgent

□ Routine
REFERRER
Name: ……………………………………………………………………………………..
Address: …………………………………………………………………………………………….

................................................................................................................................

Postcode: ………………………………..  Tel No: ……………………………………….
□ GDP
□ GP 
□ SELF
□ Healthcare Professional - Title: …………………………………………………………
□ Other – Title: ……………………………………………………………………………
Signed: …………………………………………    Dated: ………………………………..
	FOR DENTAL OFFICE USE ONLY:
Date received ……………………………..
Allocated to ……………………………….
Referral criteria code ……………………….
	COMPLETED FORMS TO BE POSTED TO:

REFERRALS

Special Care Dental Service

School Clinic

Morley Street

Brighton

BN2 9DH
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