
     
  Chartwell Dental Clinic 
 194 Watford Road 
 Croxley Green 
  Herts  WD3 3DB 

  -------------------------------------  Please fold here and insert in window envelope  ---------------------------

Treatment 

  Sedation Local anaesthetic   Private 

      Conservation Extractions 
  RIGHT           LEFT      RIGHT      LEFT 

    Upper 
 Lower 

  Other Treatment   …………………………………………………………………………………………………………………. 

  Medical History/ Other information ……………………………………………………………………………………………… 

  ……………………………………………………………………………………………………………………………………… 

  Please inform us if the patient has a BMI of 35 or over. 
  Please inform us of the reason for requesting sedation i.e. Dental or needle phobic, procedural, cannot numb etc. 

  ………………………………………………………………………………………………………………………………………… 

Signed ………………………………….. Date …………………………………. 

Referring Dentist’s Details 

Name   ……………………………………………………. 

Address   ……………………………………………………. 

……………………………………………………. 

……………………………………………………. 

Tel No. ……………………………………………………. 

PRIVATE REFERRAL          
Patient details 

…………………………………………………….…………………………  DOB………………………. Name         

Address …………………………………………………….…………………………………………………………… 

…………………………………………………….…………………………………………………………… 

…………………………………………………….…………………………  Postcode…………………… 

      Tel No. Home ……………………………Work………….……………………..  Mobile………………………. 
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