


[image: ]PLEASE RETURN THIS FORM TO:
Email: dentalreferrals.warks@nhs.net
Enquiries: Please call the Booking
                Office on 01926 317778.



WARWICKSHIRE SPECIAL CARE DENTAL SERVICE

Referral form for all referrals, including Paediatric and Special Care Dental Services

See referral acceptance criteria.  The community Dental Service will only accept patients who meet the criteria. There is no guarantee this patient will be accepted for care.

[bookmark: _GoBack]Please use this form for referrals for paediatric exodontia under general anaesthetic (GA)

1. Referrer details

	
Are you a   Dentist                      *GMP                *Other Healthcare/Social Professional

*The referral must come from a General Dental Practitioner (GDP), if the patient is registered. 

	Name
	

	Job Title
	

	Address

Postcode
	


	Telephone Number
	

	Email Address
	

	Date of Referral
	




2. Patient details

	Title
	
	Patient identifies as (please circle)

	Surname
	
	        Male         Female        Other

	First name(s)
	
	Date of birth
	

	Address


Postcode
	



	Home telephone
	
	Mobile telephone
	

	Dental Charge Status
	Does the patient for pay for dental treatment, or do they have an exemption?  Please highlight most applicable: 
         Under 18                                        18 in fulltime education
         Pregnant                                         HC2 Certificate                             
         Had a baby within 12 months         HC3 Certificate  
         Tax Credit                                       Universal Credit
         Pension Credit Guarantee              sNot Exempt
Income Support: Please specify type:

	School (if applicable)
	

	Email address
	

	Ethnicity
	
	NHS number
	

	First language 
(if not English)
	
	Interpreter required?
	  Yes      No





3. Next of kin details

	Relationship to patient
	

	Full name
	

	Telephone number(s)
	



4. Patient General Medical Practitioner (GMP) details

	Name
	        

	Practice name
	

	Address


Postcode
	



	Practice telephone
	



5. Reason for referral (please see referral criteria)

	
	
	Comments

	Treatment under General Anaesthetic
	
	

	Complex Physical disability
	
	

	Complex Medical conditions
	
	

	Severe Mental Health problems
	
	

	Looked after Child (if applicable)
	
	

	Child with poor co-operation / anxiety (if applicable)
	
	

	Complex Social Problems e.g. Homeless, Drug dependant  /alcohol dependant
	
	

	Housebound
	
	

	Bariatric (over 23 stone / 140kg) please state weight
	
	Weight
	

	Learning disability / Autism / ADHD
	
	

	Other  additional needs (please specify)

	


	Is there a ocial worker or learning disability team involved?
	Details





6. Disability information details

	
	
	Comments

	Ability to communicate?
	Partially impaired
	
	

	
	Severely impaired
	
	

	Able to leave home?
	Yes
	
	

	
	No
	
	

	Wheelchair user?
	Yes
	
	

	
	No
	
	

	Able to transfer to dental chair?
	Yes
	
	

	
	No
	
	

	Has capacity to consent?
	No 
	
	

	
	Partially
	
	

	Is there a person with responsibility for the patient’s finances, e.g. Power of Attorney?
	Details





7. Medical History and medication

	Are you:
	Yes
	No
	Do You:
	Yes
	No

	Currently attending waiting to see a Doctor, Hospital Consultant or specialist?

	
	
	Do you take Warfarin?
	

	


	
	
	
	Do you take Bisphosphonates?
	
	

	Taking any medication, inhalers, creams, injections or patches? 
(Please detail name and dosage)
	
	
	Suffer from any allergies e.g. antibiotics/foods/latex etc.? (Please detail)
	
	

	Pregnant or possibly pregnant?
	
	
	Do you carry a medical warning card?
	

	


	Have you:
	Yes 
	No
	Use a wheelchair and/or have mobility impairment?
	

	


	Have you taken steroid tablets in the last 3 months?
	
	
	
	
	

	
	
	
	Have you ever suffered from:
	Yes
	No

	Have you had an operation, what for & when?


	
	
	Angina or heart attack or heart surgery?
	
	

	
	
	
	Asthma
	
	

	Have you had a general anesthetic?
	
	
	Excessive bleeding after dental extractions?
	
	

	Had surgery on your brain or spinal cord?
	
	
	Jaundice/Hepatitis and/or HIV?
	
	

	Have you ever suffered from:
	Yes
	No
	Epilepsy and /or seizures, Type & date of last seizure?
	
	

	Any condition that affects your bones or joints?
	
	
	TB
	
	

	Endocarditis and/or Rheumatic fever
	
	
	Learning Disabilities and/or Autism
	
	

	High blood pressure?
	
	
	Hearing or Visual impairment?
	
	

	Hemophilia/blood disorder/ sickle cell
	
	
	Do you?

	Diabetes or a family history of? Do you control this with diet, tablets or insulin?
	
	
	Do you smoke?
	
	

	
	
	
	How many per day?
	

	Bronchitis?
	
	
	How many units of alcohol do you drink per week?  (A unit is half a pint of lager, a single measure of spirits)
	

	Bipolar/Schizophrenia/other?
	
	
	
	

	Have you a history of CJD or other prion disease in your family?
	
	
	Any other condition/information not already mentioned:





	Have you ever received growth hormone or gonadotropin treatment?  Specify:

	
	
	

	Was the treatment received in the UK?
	
	
	

	The year of treatment
	
	




8. Previous Dental History (Dentists only)

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

	






	What prevention plan in is place? 

	


Date of last fluoride application:




9. Dental treatment

	Is the patient in pain?  (Please circle)

       No Pain         0      1      2      3      4      5      6       7      8      9      10     Severe Pain


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

	









10. Supporting information (See published acceptance criteria)

	
	
	Comments

	Radiographs
	
	Digital radiographs can be emailed to dentalreferrals.warks@nhs.net
If not available, please give reason:

	Orthodontic opinion
	
	Required for paediatric patients referred for extraction of permanent teeth.

	Photograph
	

	If available.



11.  Consent for referral by Patient/Parent/Guardian (referrals will not be accepted without a signature or confirmation verbal consent from patient/parent/guardian has been received.)

	I am satisfied with the explanation given for this referral and I understand the type of anaesthetic recommended (where appropriate). I agree to this referral

	Signed
	
	Date
	



12. Confirmation by Referrer (referrals will not be accepted without a signature)

	1. I have discussed alternative means of care (where appropriate).
2. I have explained the procedure to the patient/guardian/carer, including the reasons for and potential risks of general anaesthetic (where appropriate).

	Signed
	
	Date
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