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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. 
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Processing and Sharing Patient Data: Under UK GDPR and the Data Protection Act 2018 - By completing the form,
you confirm the patient has freely and knowingly agreed that their data may be shared with Smileworks for imaging.
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Please complete and send as a jpeg or PDF to concierge@sexydentistry.com


