Dental Implant Referral Form (for GDPs)

Referring Dentist Details

Full Name

GDC Number

Practice Name

Practice Address

Email

Telephone

Patient Details

Title & Full Name

Date of Birth (DD/MM/YYYY)

Address and Postcode:

Email

Telephone

Consent Confirmed

Step 1: Patient Factors (Medical stability + mindset)

Patient’s goals / main concerns (1—3 sentences)*




Medical History

Patient Understanding & Expectations*

Diabetes Antiresorptives Immunosupression/ Chemotherapy
() Controlled () None () Yes
() Uncontrolled () Oral bisphosphonate (O No
() Unsure () IV bisphosphonate (O Unsure
O ;{:oking Status 8 Bssfriumab Any medical considerations or concerns? *
(O Non- Smoker Head & Neck Radiotherapy
() Ex-smoker () Yes
() <10 a day () No
(O >10 aday () Unsure
() Unsure
Mindset

Optional checkboxes:

() Realistic

() Possibly Unrealistic

() Unsure

() Understands surgical element
(O Accepts maintenance commitment
(D Anxious about freatment

Step 2: Periodontal Status

BPE Summary

(O 0-2
O 3
O 4

Other significant observations

Sign of active disease

(O Bleeding/inflammation generalised
O Suppuration present
(O Mobility due to attachment loss

() Rapid progression history
() None / Unsure

Periodontal disease is a risk factor, not a contraindication. For single implants disease should be stabilised.

For full arch solutions, periodontal disease is often an indication

Step 3: Tooth Prognosis (what is worth saving?)

Tooth / area of concern*

Is the tooth
present?

(O Yes
O No

Reason for referral*

() Single tooth replacement
() Multiple missing teeth
(O Failing dentition

() Other (please specify)

(O Full arch fixed solution request

(O Bone grafting required
(O Sinus augmentation likely




Prognosis Indicators (only fill this section if tooth is present):

Bone loss >50% Mobility Grade II - 11l Any further information?
() Yes () Yes
() No () No
() Unsure () Unsure
Recurrent abscess/infection Suspected vertical root fracture
() Yes () Yes
O No O No
(O Unsure (O Unsure
Step 4: Radiographs and Images
() OPT (O Clinical photographs
() Periapicals () I'm printing and including these in the post
() CBCT () I'm sending over files via email /Wetransfer once referral received

Step 5: Restorative & Functional Reality

Occlusion / Parafunction Current prosthesis status  Any of the following concerns? (tick all
() None known (O None that apply)
Bruxism suspected Denture Concern about hygiene access for bridge /
O
Heavy wear Bridge long-span work
Y 9 gsp
() Unsure () Temporary O Concern about load distribution / adjacent
() Other teeth overload
Aesthetic priority (if anterior) () Concern about patient coping with removable
(O High Pgtient preference () Concern about longterm predictability
() Moderate (O Fixed (O No concerns
O Low (O Removable () Unsure
O N/A () Unsure
() Unsure

Additional Notes:

Referral Agreement Confirmation

() I confirm this referral is made in accordance with GDC Standards. *

() I confirm the information provided is accurate to the best of my knowledge *

() 1 understand an administrative fee will be paid upon submission of a complete referral,
independent of treatment uptake *

Please send the referral to the location the patient would prefer,
and address this referral to Dr. Malcolm Campbell.

Chesterfield:
32 Tennyson Avenue, S40 4SP

Matlock,
41 Bank Road, DE4 3GL




