
 
CRESCENT LODGE PERIODONTAL REFERRAL FORM 
 
Referrals could not be easier, simply fill in the referral form and send it back to us. Crescent 
Lodge was launched to provide practitioners with services that are not readily available 
within their own practices. Crescent Lodge is a well established, efficient practice that 
complements the service your practice already provides. Patients will be cared for 
professionally by our friendly dental team and returned back to the referring dentist upon 
completion of treatment. We will also keep referring dentists fully informed of the progress of 
the patients’ care. 
 
PRACTICE DETAILS 
 
Referring Practice:…………………..…………………………………………………….. 
Referring Dentist:…………………….…………………………………………………… 
Practice Address:……………………………………………………..………………….. 
………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………
……………………….……. 
Signature of Referring Dentist:………………………………..…………………………. 
Date Referred:………………………………….………………………………………… 
Telephone:………………………………………………………………………………… 
E mail:………………………………………….………………………………………… 
 
PATIENT DETAILS 
 
Patient’s Name:…………………………………………………………………………… 
Email:………………………………………………….………………………………….. 
Patient’s Address:…………………………………….………………………………….. 
……………………………………..………………………………………………………………………………………
………………………………………………………………………………………………………………………………
……………………………. 
Telephone Numbers: Home: ………………………………….…………………………. 
                                  Work: ………………………………….………………………….. 
                                  Mobile……………………………………………………………… 
Date of Birth: ……………………………………………….…………………………… 
 
OBSERVATIONS AND DENTAL HISTORY 
………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………
…………………………………………………………………………………………….. 
 



 
HISTORY OF RELEVANT TREATMENT 
…………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………
……………………………………….…………………………………………………………………….…
…………………...  
 
MEDICAL HISTORY 
………………………………………………………………………………………………………………………………
…………………………………………………………………………………….………………………………………
………………………………………………………………………………………………………………………………
……………………………………………………………..……………………………… 
 
ADDITIONAL INFORMATION 
…………………………………………………………………………………………………………………
………………………….………………………………………………………………………………………
…………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………
………………… 
 
Has the patient been informed of the cost of the consultation/treatment? _ Yes _ No 
Has the patient been informed of the location of Crescent Lodge  _ Yes _ No 
 
Thank you for your valued referral. 
 
Crescent Lodge Dental Practice 
28 Clapham Common South side 
London SW4 9BN 
 
www.dentistsw4.com 
info@dentistsw4.com 
 
Tel: 0207 622 5333 
Fax: 0207 720 8782 


