
	
  

	
   Referral	
  Form	
  for	
  Oral	
  Surgery	
  procedures	
  under	
  

local	
  anaesthetic	
  on	
  a	
  Private	
  Basis.	
  
Patient	
  Details:	
  

Full	
  Name:……………………………………………………….D.O.B:………………….	
  

	
  

Address:………………………………………………………………………………………	
  

…………………………………………………………………Postcode……………………	
  

Contact	
  Numbers:………………………………………………………………………...	
  

Relevant	
  Medical	
  History:	
  

	
  

Treatment	
  requested:	
  
	
  

	
  

Radiographs	
  included:	
  	
  	
  	
  	
  	
  	
  	
  Yes/No	
  

Source	
  of	
  Referral	
  &	
  Practice	
  details(inc	
  postcode)	
  

	
  

	
  

Dr	
  O.	
  Odeyemi	
  	
   	
   	
   	
   	
   	
   Signed:……………………	
   	
  

BDS(Ib)	
  FDSRCS(Eng)	
  LLM(Cardiff)	
  

Specialist	
  in	
  Oral	
  Surgery	
  

56	
  Acre	
  Lane,	
  Brixton.	
  

London.	
  SW2	
  5SP	
  

t	
  02072747419	
  

e	
  info@acrelanedental.co.uk	
   	
   	
   www.acrelanedental.co.uk	
   	
  

	
  


