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Patient Details
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Relevant medical history

Referring Dentist Details
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Details of referral
Oral surgery

Implants
Periodontology*
Invisalign
Endodontics
Prosthodontics
Sedation services
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Please attach any relevant xrays
Or email to info@woodlanedentistry.co.uk

*For perio referrals please include an OPT
if possible.






