
Referral form

Patient’s name:

Date of birth:

Patient’s address:

Postcode:

t:	 m:

e:

Relevant medical history:

Specialty required:

Treatment required:

Reason for referral & additional information:
(Please enclose relevant radiographs. We will return them to you.)

Referring dentist’s details

Dentist’s name:

Practice name:

Address:

Postcode:

t:	 f:

e:
Please use an additional page if you’d like to provide any further information.

Stricklands Dental Fitness Centre, 
Longdene Lodge, Haslemere, Surrey GU27 2QB 

Telephone: 01428 654923 Facsimile: 01428 641726 

Email: info@dentalfitnesscentre.co.uk 

Website: www.dentalfitnesscentre.co.uk


