[bookmark: _GoBack]SMILESTYLE SIGNATURE INVISALIGN REFERRAL FORM
￼
￼
	Re : Name(Dentist)                                                                   GDC No.

	￼             Address

	￼             Tel

	￼             Email


￼
￼
	Re : Name(Pt)                                                                            

	￼

	Address

	￼

	Tel Home:                                    Work:                                    Mobile:

	￼

	DOB


￼
￼
	Reason for referral from your point of view:

	￼￼￼￼￼￼What are the patients concerns?


￼￼￼
￼
	Medical History :

	￼￼￼￼￼￼OH:   Good/Fair/Poor                          History of periodontal disease: yes/no


￼￼￼
￼
	Documents enclosed (please send relevant radiographs and photographs by e mail or post) :

	Any other comments :


￼
It has been explained to the patient that our consultation fee is £89.90 and is payable upon making the appointment. Failure to attend or cancellation of less than 48 hours will result in the loss of this fee.

	Date:                                                         Signature:
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359 Nuthall Road  Nottm NG8 5BU	          0115 9003034       info@smile-style.co.uk
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