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Rotherham Dental Service Referral Form

REFERRALS FOR ADULTS should be made to: Community Dental Service
Address: Dental Department, Rotherham Community Health Centre, Greasbrough Road, Rotherham, S60 1RY
Telephone: (01709) 423110
Email Address: communitydental.rotherham@nhs.net
	Patient’s Details
	Referring Carer/ Nurse / Social Worker / Doctor / Nursing Home 



	Surname:

    Male/Female
	Date of Referral:



	First Name:
	Name of Referrer:



	Address:
	Address:



	
	

	Postcode:
Date of Birth:


	

	NHS Number:
	

	Tel: Home:


	Postcode:






	Work/Mobile:


	Tel:

	Referral Details

	

	Reason for referral to the Community Dental Service:

If a domiciliary visit it required please state reason:



	Relevant medical history/medication:



	

	Associated Risks:



	If there are any risks associated with this referral, please give contact details of the person who will provide further information:

Name: 
Telephone Number:

Please initial to confirm:

                     


                             I confirm that this referral has been discussed with a person who has legal responsibility






I confirm that this referral form may be shown to the person with legal responsibility




	Signature of Carer / Nurse / Social Worker / Doctor / Nursing Home:                         Date:




An assessment appointment WILL NOT be arranged until we have all of this information

(  THE PATIENT HAS TO PAY FOR NHS DENTAL TREATMENT

( THE PATIENT DOES NOT PAY FOR DENTAL TREATMENT BECAUSE :

( IN RECEIPT OF INCOME SUPPORT

( IN RECEIPT OF PENSION CREDIT GUARANTEE CREDIT

( IS NAMED ON A VALID HC2 CERTIFICATE NO ............................ EXPIRES.................

( IS NAMED ON A VALID HC3 CERTIFICATE NO ..............................EXPIRES................

PLEASE TICK WHICH EXEMPTION APPLIES
PLEASE NOTE THAT PROOF OF EXEMPTION IS REQUIRED. IF A FALSE CLAIM IS MADE INTENTIONALLY OR OTHERWISE YOU COULD FACE A FINE OF £100 IN ADDITION TO THE COST OF TREATMENT.
Print Name.....................................................................Signature.............................................

Relationship to patient (if applicable).............................................................Date.....................

Please complete this form and return to The Community Dental Service at the above address. 

�





Adult








