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Description automatically generated with medium confidence]
Third Molar Referral Form
 Email to: gwh.omfs@nhs.net  Patients referred for consideration for the surgical removal of third molars MUST have a relevant indication for treatment – consider both NICE guidance and RCS parameters of care.  Referrals with no indication for treatment will be rejected.  For details please visit: www.nice.org.uk/Guidance/TA1. and https://www.rcseng.ac.uk/-/media/files/rcs/fds/guidelines/3rd-molar-guidelines--april-2021.pdf
Please tick to confirm guidance satisfied ☐	(referrals rejected otherwise)




	Patient details

	Name  Enter patient’s full name
	Date of Birth  Click or tap to enter a date.

	Gender	Male  ☐ Female  ☐
	NHS  No (Mandatory)   Enter NHS number
GWH No (if known) Enter GWH number

	Address  Patient address

Postcode Enter postcode

	Home telephone Click to enter text.
	Mobile telephone Click to enter text.

	Referral Information:  Routine  ☐       URGENT  ☐        If so, why? Clinical reason for urgency

	Medical History: (including medical conditions, medications, allergies/reactions, smoking and alcohol status
Click to enter text

	Extractions/ Treatment requested: Please outline symptoms/history and indication for removal e.g. caries, pericoronitis, periodontitis, associated pathology)

Click or tap here to enter text.




	Enter number	Enter number
	Enter number.	Enter number





	
[bookmark: _Hlk92457354]Radiographs:  Good quality radiographs MUST accompany this referral.  If the radiographs are of insufficient quality, or are not enclosed without suitable explanation, we will return the referral to you until such time as we are in receipt of a suitable radiograph. 

If you are unable to provide a radiograph, please explain why: Click to enter text.


	Confirmation of consent: 
I confirm I have discussed with the patient the nature of the referral                                          ☐
I confirm that I have assessed the treatment required is beyond my skill/experience         ☐
I understand that incomplete or inappropriate referrals will be returned                              ☐ 


	Name of referring dentist  Click to enter text.

GDC number:  Click to enter text.
	Date of referral Click to enter a date.

	Address of referring dental practice  Click to enter text.
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