
 

 

Referring Dentist Signature: ……………………………………………                                                       Date: ……………………………………. 

PLEASE EMAIL TO toothcaredental@nhs.net (Subject Private IMOS Referral) 

 
BRIGHTON | EASTBOURNE | HASTINGS | HANDCROSS | GILLINGHAM | MAIDSTONE | SHEERNESS | SEVENOAKS | DARTFORD | HERNE 

BAY | WHITSTABLE 

 
Referring Dentist 
 
Name: 

 ……………………………………………………………………………………………………………………………………………………………………………  
 
Practice Address:  

……………………………………………………………………………………………………………………………………………………………………………  
 
Post code:  

…………………………………………………………………………………………………………………………………………………………………………… 
 
Patient Details 
 
Name:  

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

……………………………………………………………………………………………………………………………………………………………………………  
 
Post code: 

……………………………………………………………………………………………………………………………………………………………………………  
 
Contact Number: 

…………………………………………………………………………………………………………………………………………………………………………… 
 
Relevant Medical: 

……………………………………………………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………………………………………… 

Referring to? 
 

BRIGHTON    MAIDSTONE   WHITSTABLE 
 EASTBOURNE    SHEERNESS  
 HASTINGS    SEVENOAKS 
 HANDCROSS    DARTFORD 
 GILLINGHAM    HERNE BAY 
 
Treatment Requested  
    
 Select tooth (circle).  
  

8 7 6 5  4  3 2 1 1 2 3 4 5 6 7 8 

8 7 6 5 4 3 2 1 1 2 3 4 5 6 7 8 

 
Procedure (Extractions only): 

…………………………………………………………………………………………………………………………………………………………………….........  
Reason: 
……………………………………………………………………………………………………………………………………………………………………………  

mailto:toothcaredental@nhs.net

