
PATIENT DETAILS

Mr/Mrs/Miss/Ms/Other ......................................................................................................... Date of Birth ...........................................................................................................................................

Surname     ........................................................................................................................................................... First Name ...................................................................................................................................................

Address .......................................................................................................................................................................................................................................................................................................................................................................

.............................................................................................................................................................................................        Postcode ..........................................................................................................................................................

Tel Home ....................................................................................................................................................... Tel Mobile ......................................................................................................................................................

General Medical Practitioner ..............................................................................................................................................................................................................................................................................................

REFERRING PRACTITIONER

Name     ..............................................................................................................................................................................................................................................................................................................................................................................

Address .......................................................................................................................................................................................................................................................................................................................................................................

.............................................................................................................................................................................................        Postcode ..........................................................................................................................................................

Tel Home .......................................................................................................................................................        Tel Mobile ......................................................................................................................................................

Signature .........................................................................................................................................................        Date ..........................................................................................................................................................................

REFERRAL FORM

Please return this completed referral form to: Rhiwbina Dental,  Heol Y Forlan, Whitchurch, Cardiff CF14 1AX
T: 029 20626551  E: reception@rhiwbinadental.com   www.rhiwbinadental.com

NATURE OF CLINICAL PROBLEM

........................................................................................................................................................................................................................................................................... 

........................................................................................................................................................................................................................................................................... 

...........................................................................................................................................................................................................................................................................

PROPOSED TREATMENT DETAILS

Relevant Dental History ..............................................................................................................................................................................................................................................................................................................
......................................................................................................................................................................................................................................................................................................................................................................................................

Relevant Medical History ...........................................................................................................................................................................................................................................................................................................
......................................................................................................................................................................................................................................................................................................................................................................................................

Other Information (eg: when tooth was XLA, root fracture etc.) ....................................................................................................................................................................
.................................................................................................................................................................................................................................................................................................................................................................................................... 

...................................................................................................................................................................................................................................................................................................................................................................................................... 

.......................................................................................................................................................................................................................................................................................................................................................................................................

TEETH TO BE TREATED



REFERRAL FORM

Signature ......................................................................................................................................................... Date ..........................................................................................................................................................................

Please return this completed referral form to: Rhiwbina Dental,  Heol Y Forlan, Whitchurch, Cardiff CF14 1AX
T: 029 20626551  E: reception@rhiwbinadental.com   www.rhiwbinadental.com

TO WHOM DO YOU WISH TO REFER YOUR PATIENT?

        

Dr Sandra Gonçalves LMD (Hons), 
MFDS RCS Eng, MSc (OMed), PGCert 
(MedEd), FDS (OMed) RCPS Glasg

Specialist in Oral Medicine and Facial Pain

Dr Lorna Thomas BDS (Hons) 
Cardiff 2008

Dr Anthony Tsoi BDS (Hons), 
MFDS RCPSG, PG Dip. (Endo)

Dr Eshvin Singh BDS MFD RCSI 
MClinDent (Endo) M Endo RCS (Ed)

Dr Richard Crossland BDS (Edin), 
DGDP (UK), BDS (Manchester) 2014, 
MSc Dental Implantology (2024) 
Dip Restorative & Aesthetic Dentistry

O


