
 
 

CBCT RERRAL FORM 

PRACTIONERS FIRST NAME: ………………………………………………………………………………………………. 

PRACTIONERS LAST NAME: ……………………………………………………………………………………………….. 

PRACTIONERS GDC NUMBER: …………………………………………………………………………………………… 

PRACTICE NAME: ………………………………………………………………………………………………………………. 

ADDRESS:….……………………………………………………………………………………………….………………………

……………………………………….…………………………………………………………………………………………………. 

TELEPHONE NUMBER:……..………………………………………………………………………………………………… 

 
PLEASE CIRCLE AREA OF INTEREST:  
 

Mandible  Maxilla  Both Jaws  Sectional/quadrant 
 

 
18     17     16    15     14     13     12     11        21     22     23     24     25     26     27     28 

 

48     47     46     45     44     43     42     41         31     32     33     34     35     36     37     38 
 
 
 
JUSTIFICATION FOR CBCT: 
 
 
 
SPECIAL INSTRUCTIONS: 
 
 
 
 
PATIENTS FIRST NAME: ………………………………………………………………………………………………………………… 
 
PATIENTS SURNAME: …………………………………………………………………………………………………………………… 
 
DATE OF BIRTH:………………………………………………..…………………………………………………………………………… 
 
MALE/FEMALE:…………………………………………………………………………………………………………………………….. 
 
TELEPHONE NUMBER:……………………………………………………………………………………………………………………. 
 

EMAIL: ………………………………………………………………………………………………………………………………. 

AR Smiles 
416 Well Hall Road 
Eltham 
SE9 6UD 
Tel: 0208 856 7759 


