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Dental Referrals Form
Please complete this form and send it back to us on info@millhousesdental.co.uk
Referring Dentist Details
Dentist name:	
Practice name:	
Practice address:	
Postcode:	
Practice telephone:	
Email:	
Mobile:	

Patient Details
Name:	
D.O.B.:	
Address:	
Postcode:	
Telephone:	
Email:	
Mobile:	
Would you like to be involved in the treatment of your patient?:	
Reason for referral / nature of clinical problem:	
Relevant medical history:	

Millhouses Dental, Cosmetic & Implant Clinic
40 Springfield Road, Sheffield S7 2GD
Tel: 0114 236 3615
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