Odstock Centre for Burns, Plastic and Maxillofacial Surgery

Salisbury District Hospital

Salisbury

SP2 8BJ

All sections of this form must be completed. 

Please use BLOCK CAPITALS.
From:

Referring Practitioners Name:



Address:






Practice Tel. no.


CCG:
Please send by eRS or post to Dept of Oral and Maxillofacial Surgery, Salisbury District Hospital

Suspected Malignancy: 2 week wait head and neck cancer referrals should be emailed to mailto:shc-tr.salisbury-rapidreferralcentre@nhs.net or telephoned to Dept of Oral and Maxillofacial surgery on 01722 336262 Ext 3255.



Reason for Referral:(please tick)
	Communication and Accessibility needs:
Interpreter required?
Yes


No


Wheelchair access required?  
Yes


No


Language: 
Learning Disability:  
Hearing:
Other disability needing consideration: 
Vision:

Military Service Person


Military Veteran


Member of Military Family




Dentoalveolar Surgery


Maxillofacial Surgery

Extraction




Suspected Malignancy



Third molar extraction


TMJ disease

Removal of retained/buried roots

Salivary Gland disease


Failed extraction



Soft tissue lesion


Apicectomy




Cyst


Failed L.A.




Cleft lip and palate


Coronectomy




Orthognathic surgery








Facial skin lesion








Facial pain







Medically compromised

	Please tick to confirm the following:

The reason for the referral has been explained to the patient

Is an appropriate radiograph attached to referral
Yes

No




Once all sections of form are completed please sign below.

Signed:




Print name of referring clinician:

Date:


Patient Details:


Name								DOB


								Gender		M/F





Address										





								Postcode











Home Tel. no.					Mobile Tel. no.											





General Medical Practitioner Details:


Name: Dr					Practice Tel. no.





Practice Address:











Details of any relevant medical history:











Patients current weight: ⁪ Less than 21 stone/133kg 	⁪ More than 21 stone/133kg


Allergies:								


								


Current Medication:					Smokes:  YES /NO


					If yes, Quantity	per day


					Alcohol: YES/NO


					If yes, 		units per week				





Clinical History (including symptoms, teeth or site involved and any other conditions, observations or additional information.)





for office use only:  TF   IPD    AM    CDO   SGS     Orthog Jt    Implant Jt 	


⁪ Urgent  	⁪ Soon 		  Routine





X-ray on arrival:  OPG     Lat Ceph     Upper Occlusal    lower Occlusal   


		IOPA     ___/___


			         /			SDH	WMH	  Ring  Other	
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