
B E L M O R E
DENTAL STUDIO & IMPLANT CLINIC

16 Belmore Street, Enniskillen, Co. Fermanagh, BT74 6AA.
Tel: +44 (0)28 6632 9222  |  From ROI: 048 6632 9222

Email: sinead@belmoredental.co.uk | Web: www.belmoredental.co.uk

C T  S c a n  P a t i e n t  R e f e r r a l  F o r m

Patient Details 

Title		  ___________________________		  Tel (Home)	 _______________________

Patient Name ____________________________		  Tel (Work)	 _______________________

D.O.B		  ____________________________		  Tel (Mobile)	 _______________________

Patient Address	____________________________		  Email		  _______________________

		  ____________________________	

		  ____________________________

Postcode	 ____________________________

Referring Dental Practice 					     CT Scan Requirements

Dentist Name	 ____________________________		  Radiographic Markers for Patient?

Address	 _______________________			   Yes		  No	

		  _______________________			   Maxilla			   Mandible

		  _______________________			   Specific Tooth or area _______________________

Email		  _______________________			   All scans are parallel to Occlusal plane 

Telephone	 _______________________			   unless otherwise stated below

Fax		  _______________________			   Special Instructions

Reason for Scan and Justifications				    ____________________________________

____________________________________			   ____________________________________

____________________________________			   ____________________________________

____________________________________			   ____________________________________

Signature

____________________________________

GDC Reg. No _________________________


