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PRACTICE LIMITED TO ORAL SURGERY

OFFICE 5, QUAYSIDE SHOPPING CENTRE, WINE STREET, SLIGO.
TELEPHONE: 071 2150820 EMAIL: nb.oralsurgery@gmail.com

REFERRAL FOR ORAL SURGERY

DENTIST DETAILS

Name:

Address: L |

Telephone:

Email:

PATIENTS DETAILS

Name:

Address:
Telephone: . |

Email:

RELEVANT MEDICAL HISTORY

REASON FOR REFERRAL

RADIOGRAPH ENCLOSED (TICK RELEVANT BOX)

Date:

Fax:

D.OB..

Mobile:

Yes No

(Radiograph will be returned at the end of treatment)

LOCAL ANAESTHETIC

ANY ADDITIONAL INFORMATION

LOCAL ANAESTHETIC AND INTRAVENOUS SEDATION

THANK YOU FOR YOUR REFERRAL



