[image: image1.png]<y,
Dental
HealthCare

Cambridgeshire




Special Care Dental Service Referral Form V7
FOR THE USE OF HEALTH & SOCIAL CARE PROFESSIONALS ONLY 
	A.  Patient details:Title………………………
Patient First Name………………………...….
Patient Surname………………………………
Biological Sex Assigned at Birth:

( Female           ( Male
Gender………………………………………….
Date of Birth: …………………………………..
NHS no (If known)……………………………..
Address………………………………………....
……………………………………………….......
Postcode…………………………………………

Telephone (please tick preferred contact):

( Home…………….…………………………...
( Work …………………………………………

( Mobile…………..……………………………
	B.  Referrer details:

Agency/Dept………………………………………...
Name………………………...………………………
Role………………………...………………………..
Contact details………………………………………

………………………………………………………...
…………………………………………………………
…………………………………………………………

Date of Referral………………………………………

PLEASE NOTE: All patients accepted following referral will be seen for a SINGLE COURSE OF DENTAL TREATMENT only. Once dentally fit, they will be discharged from the service.

	C.  Next of Kin details(if applicable):

Name...………………………………………..… 
Address………………………………………..…
…………………………………………………….    
…………………………………………………….
GP Practice……………………………………..
	Relationship with patient………………………    
 Telephone (please tick preferred contact):

( Home…………………………………………

( Work………………………………………….

( Mobile………………………………………...


	D.  Criteria for referral 
( Patient requires a domiciliary visit (NB: patients must meet domiciliary eligibility criteria i.e. unable to attend a clinic with or without support. This will be assessed prior to an appointment)

( Patient is homeless and/or under the care of drug and alcohol services

( Patient under care of & referred by a consultant psychiatrist due to significant mental health issues

( Patient is in a residential/secure mental health facility

( Patient/patient family is under the care of Women’s Refuge

( Patient is a wheelchair user requiring a hoist to transfer to the dental chair

( Patient is bariatric, weighing more than 20 stones/280lbs/127Kg

	E.  Reason for referral 
Please state your reasons for referring this patient for dental care

	F.  Any Known Medical, Drug and Social History:

Please mention if additional support required to access services, e.g., wheelchair access, translation services



Please send completed referral forms to: Dental Healthcare Cambridgeshire, Mill House
Brookfields Campus, 351 Mill Road, Cambridge CB1 3DF OR Email to ccs.scdadmin@nhs.net
Tel Enquiries: 0300 555 6667 (Option for Special Care Dental Service)
Cambridgeshire Community Services NHS Trust:  delivering excellence in dental care across Cambridgeshire, Peterborough and Suffolk
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