
Patient details
Mr/Mrs/Miss/Ms/Other	 Date of Birth		  /	 /

Surname 	 First Name 

Address

							     

Postcode	 Tel Home	

Tel Mobile	 Email

Patient referral form

Referred by	

Address

Email							               Tel

Signature                                                                                  Date			   /	 /

Treatment required (please tick as appropriate and note tooth)

Surgical implant treatment		         				  

Surgical & restorative implant treatment        

Major bone grafting & reconstructive implant treatment

Please specify  			               		   

Maxillary sinus grafting		          

Specialist oral surgery 

Please specify  			               		   

Relevant dental history

Relevant medical history

Enclosures			 
Separate letter                                                            

Possibility of pregnancy (please tick one)      Yes No 

Radiographs                                                       
(please provide relevant radiographs)

Ucer Education
@UcerEducation

 www.ucer.education
mel@mdic.co
0161 237 1842

Manchester Dental Implant Clinic (MDIC), 
Prof Ucer’s Private Referral Practice 
ICE Hospital, 24 Furness Quay, 
Salford Quays, M50 3XZ

Sent by:                              Post  Email  

Referral for (please tick as appropriate)

Full private treatment	            		             	
			 

Teaching/demonstration purposes	             

Contact | Prof Ucer’s PA Mel Hay


