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PatientName NHS Number

Address

Post Code

GP Name

GP Practice

Post Code

Date of Birth

Contact Number
Sex Male E Female tr

REFERRERDETAILS
Name:
Address:
Signature:

Date ofreferral:
Referrer contact telephone number:

sIzE oF cBcT scAN REQUIRED

4',4 {8t1.0) 6',6 {8200) B',B (f250) 11O',8

ARCHES REQUIRED:

SINGLE ARCH DUALARCH

RESOTUTION OF CBCT SCAN(S):

HIGH MEDIUM LOW

ANATOMICAL AREAS THE SCAN(S) SHOULD COVER

Upper Lower

CLINICAL CONTEXT FdR R"EQUESTII{G A CBCT EXAMINATION :

RELEVANT R"ESULTS OF HISTORY, CTINICAL EXAMINATION AND OTHER IMAGING

WHAT INFORMATION DO YOU WANT THE CBCT SCAN TO PROVIDE



}USTIFICATION:
NA]IIE OF IR}IER PRACTIONER:
SIGNATURE:
DATE:
DETAITS OF SCAN AUTHORISED:

SCAN INFORMATION:
NAME OF OPERATOR:
SIGNATURE:
DATE OF SCAN:
EXPOSURE FACTORS USED:
KV:
NA:

cLrNrcAL EVALUATION (REPORTING*) :

NAME OF OPERATOR (REPORTING):
SIGNATURE:
DATE:
OUTCOME:

* If under the Service Level Agreement, dental CBCT images will be reported on by the refercing proctice, this fact
should be reported here. This practice will then be responsible for ensuring the clinical evaluation takes place and is

orooerlv recorded
ON COMPLETION, R.ETAIN THIS FORJVI AND RETURN A COPY BACK TO THE REFERRING PRACTICE


