
SMILEWORKS PAPER / PRINTABLE REFERRAL FORM

PATIENT DETAILS
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PATIENT CONTACT 
NUMBER

REFERRING DENTIST DETAILS

PRACTITIONER 
NAME

PRACTICE NAME 
& ADDRESS
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NUMBER
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MEDICATION

Y

N

SMOKER?
CASE HISTORY

ENCLOSURES & 
RADIOGRAPHS

SIGN......................................... DATE.........................

We promise to contact your patient immediately, see them as 
quickly as possible and deliver exceptional care to them.  We 
promise to respect your proposed treatment plan and return your 
patient to your care after completion. 

REFERRAL  
FOR: 

oral surgery

endodontics

implantology

orthodontics

IV sedation

restorative

PATIENT EMAIL

case pictures

case radiographs
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