TRUST —

IMPLANT REFERRAL

NAME OF PATIENT

DATE OF BIRTH

ADDRESS

HOME & MOBILE

EMAIL

REASON FOR REFERRAL

MEDICAL HISTORY Please list any relevant medical history

Does the patient smoke YES/NO

Any recent relevant radiographs in a digital format would be most useful. Please send them to
James.main@trustdental.care. Wet films will be returned by Recorded Delivery after the
initial assessment

Please return this completed form to: TRUST Dental, 50 High Street, Street, Somerset BA16
OEQ or email to james.main@trustdental.care
Any queries, please call James on 01458 840033 or 0796 001 1879

REFERRED BY:

EMAIL OF DENTIST

PRACTICE TEL No
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