
 

 

Sedation Referral Form  - Briony Wood  

 
 
Patient Name: …………………………………………………………………………….. 
 
Contact No:     …………………………… Date Of Birth: ……………………………… 
 
Address:  ……………………………………………………………………………… 
 
                      …………………………………………  Post Code:  …………………… 
 
Present Medical Concerns: ……………………………………………………………... 
 
……………………………………………………………………………………………… 
 
Present Dental Condition (brief outline): …………………………………………………… 
 
…………………………………………………………………………………………………... 
 
Reason For Referral (Patients desired result): ……………………………………………. 
 
…………………………………………………………………………………………………... 
 
 
Level of referral (please tick as appropriate) 
 
 

Opinion Only 
 
RA Sedation & Treatment   IV Sedation & Treatment   
 
RA Sedation Only    IV Sedation Only 
 (Referring dentist treat at TDC)   (Referring dentist treat at TDC) 
 

Any Other Details: ……………………………………………………………………………… 
 
…………………………………………………………………………………………………... 
 
…………………………………………………………………………………………………... 
 
 
Dentist Name: ……………………………………………… 
 
Address: ………………………………………………………………………………………… 
 
………………………………………………………………  Post Code: ……………………. 
 
Tel No:  …………………………………......   Fax No: ………………………………………. 
 
 
Please tick if you require more referral forms  
 


