
 
 

REFERRAL FORM 

DR AYO SOYOMBO BDS, MS, Cert Ortho. (New York),  
DR (MRS) BOLA SOYOMBO BDS, MSc Periodontology (Lond) . DR C SUBADAN, BDS, MSc, Periodontology (Lond) 

                    MR A K SONGRA MBBS, BSc Hons, BDS, FFD, RCSI, FRCS (OMFS), DR A BAKER MB, ChB (Birm) 
                                        DR J MASIH BDS, Mclindent (Lond), DR P YERBURY BDS, MSc (Texas)  

 
   Visit our Website at www.dentalspecialistmk.com 

 
 
TO                FROM 

Dental Specialists MK 
    259 Queensway 
    Bletchley 
    Milton Keynes 
    MK2 2EH 
                                             Tel/Fax:   01908 630169 

 

       Referring Dentist’s practice stamp 
Referral For: 

                                                                                                                                                                                         
                      NHS: 

Fold Here 
                Orthodontics 
                                                                                              Fold Here 

 
 

                      PRIVATE: 

  
                Orthodontics  
 
                Periodontics 
                Implants 
                Endodontics 
                Restorative Dentistry 
                Oral Surgery 

 
PATIENT’S DETAILS 

*FULL NAME & TITLE Dr/Mr/Mrs/Miss/Ms -------------------------------------------------------------------------------- 

*DATE OF BIRTH -------------------------------------------- GENDER M/F-------------------------------------------- 

*ADDRESS  ----------------------------------------------------------------------------------------------------------- 

------------------------------------------------------------------------------------------------------------------------------------------- 

----------------------------------------------------------------------------- POSTCODE --------------------------------------------- 

*TEL. NO. HOME -------------------------------------------- WORK----------------------------------------------------- 

DENTIST’S DIAGNOSIS 
Reason for referral ------------------------------------------------------------------------------------------------------------------- 

------------------------------------------------------------------------------------------------------------------------------------------- 

------------------------------------------------------------------------------------------------------------------------------------------- 

Are you aware of any previous referral/treatment:   yes  no  

If yes, please give brief details ----------------------------------------------------------------------------------------------------- 

------------------------------------------------------------------------------------------------------------------------------------------- 

------------------------------------------------------------------------------------------------------------------------------------------- 

Signature of referring dentist -------------------------------------------- Date ---------------------------------------------------- 

Enclosures:-  Study Models                         Periapical Radiographs                          OPG 

* Kindly include these details.     Please tick if you require more forms 
         (The forms can be photocopied)  


