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PAEDODONTIC REFERRAL FORM for CLAIRE ROGERS 

 

Patients Name:……………………………………………….. D.o.B:…………………………… 
 
Parent/ Guardian’s Name:……………………… 
 
Address:…………………………………………………………………………………..  Postcode:………………………… 
 
Tel:.................................. Mobile: ……………………………………… Email:…………………………. 
 
Medical History/Allergies:…………………………………………………………………………………………………………………. 
 
Reason for Referral: 
 
 
 
 
 
Radiographsincluded?: 
 
 
NB: any radiographs sent digitally to info@berkhamsteddental.com must be anonymized. Please 
give email reference here also: 
 
Has treatment been attempted with or without success? Please give details 
 
 
 
 
Referring Dentist details: 
Name:…………………………………………………………………………….. 
 
Practice address:…………………………………………………………………………………… Post code:  …………… 
 
Telephone: …………………………………………….. Email: ……………………………………………………………… 
 
Signature:…………………………………………………………….. Date: ………………………………………………… 
 
Please send all referrals for the attention of Claire Rogers, Specialist in Paedodontics, Berkhamsted 
Dental Practice, First Floor, 20a, Lower Kings Road, Berkhamsted, Herts HP4 2AB 
 

For further information either call or email using: 
01442 865646  or  info@berkhamsteddental.com 

For office use only: 
Date referral received: Date reviewed by CR: Date patient contacted: Appt time & date: 
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