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Better Care: Healthier Communities

Special Care Dentistry Referral Form

How did you find out about the SCD service?

See published acceptance criteria. For adults 16 and over. Please note, information missing from fields
marked * means the form cannot be processed and will have to be returned. Please help to avoid

unnecessary delay for patients.

1. Patient details

Title*

Referral date*

Surname*

Male* [ ]

Female* [ ]

First name(s)*

Date of birth*

Address*
Town* Postcode*
Telephone* NHS number

Main carer details

Relationship to the patient

Full name

Address

Telephone

2. Referrer details

Name*

Work address*

Tel* (Work)

Job title

Email address
(nhs.net if available)

3. Patient General Dental Practitioner (GDP) details

Patient does not have a dentist [ ]

| am the referring dentist [ ]

Name

Practice address

Performer number




4. Dental treatment (For GDP referrals)

What dental treatment does the patient need?* (State)

4.1 Ability to co-operate

What treatment have you attempted to provide?*

What difficulties were encountered?*

5. Main reason for referral* (See published acceptance criteria)

Disability [ ]

Medical [ ]

Mental Health [ ]

5.1 Disability information

Please give details

Unimpaired
Ability to —
communicate?* | Fartially impaired
Severely impaired
Able to leave Yes
the home?* NoO
Are they able to Ves

weight bear for

transfer to the

dental chair?* No

Is there any doubt | yes

about capacity
to consent?* No

0O O OO0 o) Qi




5.2 Medical history information (*All referrals)

List main medical conditions*

List all medications being taken*

5.3 Mental health information

Provide mental health diagnosis

Extreme dental phobia? Yes [] No []

Provide full details

Radiographs enclosed Yes [] |No ]
Referrer Signature™ ... ... Date™ ...
Send the completed referral form and relevant radiographic images to:

Birmingham BCHC | Sandwell BCHC Dudley BCHC Walsall BCHC

Dental Service
Stourbridge Health centre

Dental Service
Lyng Centre for Health

Dental Service
BCHC NHS Trust

Priestley Wharf and Social Care John Corbett Drive
Holt Street Frank Fisher Way Stourbridge
Birmingham West Bromwich DY8 4JB

B7 4BN West Midlands

B70 7AW

Dental Service

Brace Street Health centre
63 Brace Street

Walsall

WS1 3PS

Birmingham Community Healthcarem
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