Maxillofacial Unit

Consultants

Mr D N Sutton

Mr P Chambers

Mr D Mitchell 

Tel:
01484 342365


01484 342548

Fax:
01484 347090

Appointments:  0800 015 8222 (free phone)

Date as postmark
Dear Sir/Madam

Revised Referral Proforma for Maxillofacial Surgery Referrals

Please find attached the revised proforma for maxillofacial surgery referrals.  We would be grateful if you would be kind enough to use this standardised referral form for your patients and include radiographs where appropriate.

We require the information on this form to process the referral.  If this information is not available then there is a risk that your referrals will be rejected, which can cause delays for your patients.  Referrals can be forwarded via email, but only if you have a secure email address ending in .net.

Thank you for your co-operation.

Yours sincerely

Maxillofacial Surgery Unit

Huddersfield Royal Infirmary, Acre Street, Lindley, Huddersfield HD3 3EA

To:
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Maxillofacial Unit
Huddersfield Royal Infirmary                 
Acre Street 

Huddersfield 






Form available electronically
HD3 3EA







Please note from 1st September 2014
Telephone: 01484 342548/342365/342336


referrals will only be accepted on          Fax: 01484 347090






this form
Urgent

Soon


Routine




Please complete both sides of this Maxillofacial referral form and retain a copy for your records

Attached radiographs +/or photographs should be sealed in an envelope (marked with the patient details) and attached 

to this form

All referrals will be clinically triaged and those that do not comply with the referral guidelines will be returned

Patients with suspicious lesions (suspected cancer referrals) should be referred directly to the 

FAST TRACK office using the fast track form and referral pathway. 

Alternatively please contact the department directly on the telephone number above.
To First available consultant or named clinician:
	Patient details

First name:

Surname:

Address:

Postcode:

Date of birth:

Mobile tel. no:

Daytime tel. no:

NHS number:

Hospital number (if known):


	Practitioner details

Name of referring dentist:

Practice name and address:

Postcode:

Tel. no:

Fax. No.

E-mail:

	Patient’s medical practitioner details

Name of GP:

Practice name and address:

Postcode:

Tel. no:

Fax. No.

	Attachments NB Periapicals of teeth/roots MUST be enclosed, except 8,s requiring OPTs) 
(Appropriate images are essential, if not attached please state reasons why, please tick) 
OPT

Periapical

Bitewing

Occlusal

Clinical photograph

Other (please state)

Reason for no radiograph where clinically indicated:

	Patient consent to referral and associated treatment
	Have you discussed the nature of the referral with the patient?   Yes      No 

Have you discussed the risks associated with the referral?         Yes      No

Have you discussed risks of GA per GDC guidelines?                 Yes      No

Has the patient understood and consented to the referral?          Yes      No



	Clinical reason for referral –NB Inappropriate for this service are routine/multiple extractions and dentophobic patients). patient complaint, provisional diagnosis/treatment, description of problem/lesion, previous attendance to OMFS for the problem)



	Current treatment - in relation to this referral



	Previous medical history (mandatory)


	Medications: (mandatory)                                                    Allergy status: (mandatory)


	Relevant social history : 


	Any other relevant information: eg does the patient require translation services, if so what language?


	Signature of referring practitioner:
Print name:


	Date:




Please check that all sections are complete to prevent return of the referral and delay in patient’s management.

For those sections not applicable to this referral please put N/A. If any sections are blank the referral will be returned. 

If you need more space please add another sheet with patient name and full details and attach to this form.

Please state number of attachments:
	For office use only                                                                                             Date received
CONSULTANT
MID GRADE 
SHO  
URGENT  
SOON 
ROUTINE 
Any other instructions:

Signature:


Author Maxillofacial Unit HRI January 2016 - Review January 2018  

