SHEFFIELD COMMUNITY & SPECIAL CARE DENTISTRY REFERRAL FORM 

Part 2
-  REASON FOR REFERRAL  (Please see acceptance criteria)    Please tick one of the following:-    
     Child (special care)     (     Medically compromised    (      Adult or child with learning difficulty   (
      Adult mental health      **
(   **Supplementary form also to be completed
       Pain and Anxiety          **          (   **Supplementary form also to be completed
Interpreter Required, please state language  _______________  Transport Required ___________ 
	Reason why you believe this patient cannot be treated in general dental practice





Is the patient exempt from NHS dental charges?         Yes      □        No    □  

Signed ………………………………………………………….
Date ……………………

Please send to: - Central Referrals,  Firth Park Clinic, 1st Floor, North Quadrant, Sheffield S5 6NU

PATIENT ACCEPTANCE CRITERIA

Children (special care) – Children with special needs that significantly affects provision of dental care (for example, learning difficulties, autistic spectrum disorders). Children with severe dental anxiety or other behavioural management difficulty where treatment has already been attempted and preventive care provided. Children will normally be accepted for a single course of treatment but may be offered continuing care if difficulties are ongoing.

PLEASE NOTE: We do not provide a GA service, nor will we accept children for whom the most appropriate referral is to a GA service (for example, young children requiring multiple extractions). Children requiring extractions under GA should be referred directly to the Dental Hospital.

Medical Compromised – Patients who for medical reasons cannot receive care in General Dental Practice, but who do not require care in a hospital setting.  Such reasons may include a patient’s physical frailty or complex medical or medication history.  However patients for whom the GDC/DoH have issued guidance that dental care should be provided in all NHS dental practices will not be accepted for those reasons alone eg HIV positive patients.  Medically compromised patients will normally only be accepted for a single course of treatment, and the referring practitioner expected to continue to provide preventive and routine care.

Adult or child with learning difficulty – Patients at the moderate and severe end of the spectrum of learning difficulties, where that learning difficulty severely impacts on their ability to accept dental care.  In most cases adults and children with learning difficulty will be accepted for continuing care.  Referrers who only require us to provide a single course of treatment should make this clear in the referral.

Adult Mental Health – Patients under the current care of a registered mental health care practitioner.  Details of their current mental health practitioner should be given in the medical history.  In most cases adults referred for this reason will be accepted for continuing care.
Bariatric  Patients – the eligibility criteria will be patients with a body mass index over 40.  For people with a BMI between 30 and 40 there should be an additional health need, with the additional health need being the primary reason for referral.  
Referrer name      ____________________


Job Title  ___________________________


V. Code  (Dental Practices) ___________________


Address       ___________________________   __________________Post Code__________


Tel No                  ____________________


E mail address     ____________________





Patient Name   _____________________Title______


Female  (  Male  (    Date of Birth  _____________


Address   ___________________________________   ___________________________________________________________________ Post Code__________


Telephone        _______________________ 


NHS Number   ---------------------------------------














Tel No               ______________________























Patients





Previous dental history (including treatment with local anaesthetic, sedation, GA, hypnosis etc).











Does the patient have full dentures   (no natural teeth)    Yes / No   





Current and future arrangements for provision of preventive dental advice and routine inspection








Medical history including details of current medication








 


Approximate patient weight  _________





Office Use Only


Date ref.rec by C.R_______________   Ref Source____________   Ref Reason________________





 Ref. Lead Clinician__________________     Accept  Yes  /  No   Management Difficulty______





Specialist   /  SDO/   StR  /  DO /  Therapist      Book Interpreter    (      Book Transport    (      





Comments: - 








