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Date:                                                  
Orthodontic Referral Letter (Broomfield Hospital)

	Referring Practitioner
	General Dentist (If different from referrer)

	NAME:

ADDRESS: 


	NAME:

ADDRESS:


	Patient Details

	Name:

D.O.B:

Address:


Postcode:

Landline telephone:

Mobile telephone.



	Type of Appointment Required                     New Patient:  (             Review: (

	Reason for referral (please tick one or more boxes)

If the patient does not meet at least one criteria, refer to primary care NHS specialist



	Overjet > 9mm   (
	
	Hypodontia with more than 1 tooth missing   (


	Reverse overjet ( -1mm+functional problems   (
Reverse overjet ( -3mm  (

	
	Impacted teeth (excluding 8’s)   (
Supernumerary teeth   (

	Scissors bite + no functional occlusal contact  (
Open bite ( 4mm   (
	
	

	
	
	

	Oral Hygiene good (
	If these two boxes cannot be ticked, patient will not receive orthodontic treatment.

	Caries free (
	
	

	Urgent (     Please give the clinical reason:

	Please Tick If Radiographs Enclosed  (

	OTHER INFORMATION (Optional)




