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Secure OPG/CBCT Referral Form
For information about how we will use your personal details please see our Privacy Notice.

Patient Details
Patient Title: ____________________
Patient First Name: ____________________
Patient Surname: ____________________
Patient Address: __________________________________________
Patient Postcode: ____________________
Patient Email: ____________________
Patient Phone Number: ____________________
Patient Date of Birth: ____ / ____ / ______
Is the patient possibly pregnant?   [ ] Yes   [ ] No

Referring Dentist's Details
Dentist Title: ____________________
Name of Dentist: ____________________
Practice Address: __________________________________________
Practice Postcode: ____________________
Referring Dentist Email Address: ____________________
Dentist's Phone Number: ____________________

Referral Details
What type of referral are you making? 
[ ] OPG Imaging  [ ] CBCT Scan

Area of Interest CBCT Only
[ ] Full Jaw  [ ] Sectional


Clinical Indications and Reason:




Scan Details

Radiographic Stent 
[ ] Dentist will send
[ ] Patient will bring with them to appointment
[ ] N/A

Scan Selection 
[ ] Mandible
[ ] Maxilla
[ ] Both Jaws
[ ] Sectional/Quadrant

Referral Notes







NOTE:
All patients will be returned to your care at the end of treatment. We will not provide any non-essential treatment outside the remit of your referral without consulting you first.









Service-Level Agreement for Referrals to Pitshanger Clinic                                for Dental Cone Beam CT Examinations

This agreement is established between the Referring Clinician and Pitshanger Clinic.

As per the European Guidelines on Radiation Protection No. 172, I acknowledge the need to adhere to the referral criteria and provide the necessary clinical information for each referral.

I understand my responsibility in reporting the results of the CBCT scans obtained from Pitshanger Clinic. I confirm that I am adequately trained to interpret cone beam CT scans and will seek guidance from the Clinic as needed.

Reporting Options
☐ I prefer to receive my reports directly from Pitshanger Clinic.

Please specify the details you wish to be included in the report:













Referring Clinician Name: ________________________________
Signature: ________________________________________________
Date: ____ / ____ / ______
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