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Endodontic & Restorative Referral Form
How to Refer – In order to refer a patient, please complete this form and return via email to talk2us@castleparkdental.co.uk or post to Castle Park dental care, 28 Castle Road, Cottingham, East Yorkshire, HU16 5NA.
	Referring Practice Details

	Referrers Name:
	
	Date of Referral:

	
	
	

	Practice Address:
	
	Tel:

	
	
	

	
	
	Email:

	
	
	

	Patient Details

	Title:
	
	Surname:
	
	First Name:

	
	
	
	
	

	Contact Address:

	
	
	Date of Birth:
	

	
	
	Email Address:
	

	
	
	Tel:
	

	
	
	Mobile:
	

	Tick as appropriate:

	· The patient attends regularly.                                      
	
	· Is new to the practice.

	

	Provide a brief history of the problem being referred and synopsis of recent intervention.
	
	Has root canal treatment/retreatment been attempted? Y/N

	

	
	Does the patient have pain/swelling?
· None/minimal
· Moderate
· Severe

	For all referrals:
Has primary dental disease been controlled? Y/N
If not, please provide primary disease control or explain why this is not possible:
	
	· 

	
	
	Is this a primary case?
Yes          No

	
	
	Has an attempt at root canal negotiation already been made?
Yes           No

	For Endodontic referrals:
Is the tooth of critical strategic importance? Y/N
Has the tooth been assessed for restorability? Y/N
If yes, please give details:
	
	Has an attempt at root canal negotiation already been made?
Yes           No

	
	
	Is this a root canal re-treatment case? 
Yes           No

	
	
	Has the patient got a severe gag reflex? (required)
Yes            No

	
	
	Patients mouth opening: (required):
Limited             Average             Large

	Please detail if you are happy for Castle Park Dental Care to provide a restoration:
· Crown/on-lay/etc after the endodontic treatment.      
      
· Patient to return with ONLY a core-filling?

·  What core filling material would you prefer?


	

Yes/No


Yes/No

	[image: ]



image1.png
S Castle Park

/ . 1
Dental Care
Here's to making a difference




image2.png
v W Day-Calendar-Der X | W Dentally x | W Dentaly x Leads | WhatConverts X | @ Doshboard x X | @ Fees|Cottingham & X | G chemo-mechanicolic X @ endodontics-referral X+ - o X
€« <] leedsth.nhs.uk/wp-content/uploads/2023/07/endodontics-referral-form.pdf * @
88 £ All Bookmarks

PATIENT DETALLS

Name:

[Date of birth:

(must e >16 v/ st tme of referrl)

Sex: Female )

o)

Male

Contact address

Posteode:

Tel (Homeworkimabiey:

NHS no/Hospital no:

Medical history

Please state which service you would like:

Diagnosis & treatment planning

Treatment

Charting of
teeth present P |

..00000000

AYAL
00000000

BPE
score:

" pOoooOCD | Cooooag

“ALL cases with a BPE score of 4 require a

6-point pocket chart and plaque score
attached to the referral

Please provide a brief history of the problem being referred and synopsis of recent intervention. Detail on the
reason why this patient requires specialist restorative advice or treatment is required. Please attach all
relevant radiographs and photos to the referral — referrals WILL NOT be accepted without radiographs.

Please indicate (for our info) if the patient is in a high priority category below:

Patients who have received radiotherapy to the head and neck region and require endodontic treatment.
=1 Patients wha have endndontic nroblems and have received anti-resarntive drug therany (e.g. history of IV
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