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	Thank you for referring your patient to YOR Dental.	
Please complete as much information as possible and return this form to us securely via email or post. We will contact your patient directly once   we have received your request and this completed form.


Referring dentist’s details
	Dentist name
	

	GDC number
	

	Practice name
	

	Practice postcode
	

	Telephone
	

	Email
	

	Preferred method 
of contact
	

	Date of referral
	



Your patient’s details
	Patient full name
	

	Date of birth
	



	Patient address






	Postcode
	

	Telephone
	

	Email
	
	Preferred method
 of contact
	




Patient’s relevant medical history / medications
	Please include medical conditions, allergies and current medication relevant to our assessment or treatment planning.
_









Type of treatment being referred to us
	☐  Dental implants
	☐  All-on-4® / Teeth in a Day

	☐  Crowns / bridges
	☐  Restorative dentistry

	☐  Clear aligners / orthodontics
	☐  Composite bonding / cosmetic dentistry

	☐  Periodontal / hygiene care
	☐  Endodontics / root canal therapy

	☐  Oral surgery / extraction
	☐  Diagnostics / imaging

	☐  Whitening / smile aesthetics
	☐  Other: 

	Other (please specify):





Reason for referral / clinical information
	Please include the presenting issue, diagnosis where known, relevant dental history and any other relevant information.











Supporting information
	Radiographs / scans
	☐ Yes                      ☐ No
	Referral urgency
	☐ Routine                     ☐ Urgent



Additional notes
	Please add any further information that may help our clinical team (attach additional notes as needed when you send this through to us)














Patient consent
	☐  I confirm that the patient is aware of this referral and has consented to their relevant clinical information and their personal data being shared with YOR Dental for the purpose of assessment and treatment.


Referring dentist signature: _________________________________________ ________  			Date: ____________________




	Send your referral to us by email:
reception@yordental.co.uk 

Please follow-up with a call to 
Dr Deepa Vakil, Clinical Director
Tel: 0161 503 0915
	Send your referral to us by post to:

Dr Deepa Vakil
YOR Dental at MediaCity
Unit 1 Digital Park, Pacific Way
MediaCity, Manchester M50 1DR
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Dental professional referral form

A simple, secure way to refer your patient to YOR Dental.

0161 503 0915 | reception@yordental.co.uk




