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PATIENT REFERRAL TO 
BRIGHTON & HOVE SPECIAL CARE DENTAL SERVICE
PAEDIATRIC EXTRACTIONS UNDER GENERAL ANAESTHETIC
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: …………………….
Interpreter required?     □   Language: …………………………………………………..

	MEDICAL HISTORY (including medication)



INDICATORS FOR GA REFERRAL
1. Inordinate dental anxiety or phobia
□
2. Inability to understand or co-operate due to young age or learning disability
□
3. Multiple extractions likely to be intolerable under LA

□
4. Impossible to obtain adequate local analgesia
   □
	EXTRACTIONS REQUIRED


Radiographs enclosed:              BWs    □       OPT    □         PA      □



REFERRING DENTIST
Name: ……………………………………...................................................................
Practice Address: 
…………………………………………………………………………………………….

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

Postcode: ………………………………… Tel No: ………………………………………

I confirm I have explained and considered: 

> All possible alternative methods of pain and anxiety control
□
> All treatment options available
                                            □
> The risks involved with General Anaesthesia 
                       □

Signed: …………………………………………    Dated: ………………………………..
TO BE COMPLETED BY PATIENT / PARENT / GUARDIAN / CARER:

I confirm that alternative treatment options and risks associated with general anaesthesia have been explained to me. I understand that an assessment will be undertaken at a Special Care Dental Service clinic and the final treatment plan will be agreed between the assessing dentist and the patient / parent / guardian / carer.
Signed: …………………………………………    Dated: ………………………………..
	FOR DENTAL OFFICE USE ONLY:
Date received …………………………….
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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