
D E N T I S T RY
DENTAL PRACTICE  
REFERRAL FORM

REFERRING DENTAL PRACTICE 

Name of Practice

Referring Dentist

Address

Telephone Number

Email Address

PATIENT DETAILS

Name

Date of Birth

Address

Telephone Number

Mobile Number

Email Address

SUPPORTING DOCUMENTATION 

Reason for referral

Relevant medical information

Clinical observations

 

Diagnostic Aids
In order to reduce unnecessary exposure please indicate 
which images you are sending with the referral:

   OPG

   PA’s

   Other radiographs

   Clinical photographs 

Please include with this referral

ALEX JONES DENTISTRY 
54 High Street, Penistone, Sheffield S36 6BS  •  Telephone 01226 762242
Gateway Plaza, Sackville Street, Barnsley S70 2RD  •  Telephone 01226 290017 
Email referrals@alexjonesdentistry.com  •  Visit the website at alexjonesdentistry.com

REFERRAL REQUIREMENT 

Dental Implants

 Single Dental Implant

 Multiple Dental Implants

 Implant retained

 Full Arch Immediate Load (Same Day) 

 Sinus Graft

 Zygomatic

 Restoration (please indicate if you wish us to restore)

 Bone Grafting 

Endodontics

 RCT only

 RCT re-treatment

 RCT and core

 RCT and definitive restoration

Other

 Complex Restorative

 Invisalign

 CBCT Scanning

 TMPDS

TOOTH/TEETH TO BE TREATED

Please provide information on the tooth/teeth to be treated


