
Kent Orthodontic Referral Proforma 
 

Date: …………………………………… 
   

 
 
 
 

 

 
GDP (If not referrer)  Name………………………………….. Practice…………....................................... 
 
GP                            Name………………………………….. Practice……………………………………… 
 
Please tick one or more reason(s) below for your referral.  Then check your selection overleaf to  
decide the most suitable provider.  Further descriptions for each reason are available overleaf. 
 

 
Relevant Medical History............................................................................................................................   
 
Additional Comments/Information ..............................................................................................................  

....................................................................................................................................................................  
 
Please send relevant radiographs and models if available 
FOR DATA PROTECTION PURPOSES, ELECTRONIC REFERRALS MUST BE SENT TO AND 
FROM SECURE NHS.NET ACCOUNTS ONLY.  IF NHS.NET UNAVAILABLE, PLEASE SEND BY 
POST 

Non palpable, unerupted, permanent canines in patient aged 10 years (see note 9) ! 
1) Overjet >6mm <10mm ! >10mm ! 8)  Presence of supernumerary teeth ! 

2)  Reverse overjet   -1mm ! >-1mm ! 9)  Impacted teeth inc canines ! 

3)  Traumatic overbite ! 10)  Submerged  deciduous teeth ! 

4)  Open bites > 4mm ! 11)  Aesthetic impairment ! 

5)  Ant/Post x-bite with displacement              ! 12)  Possible surgical case ! 

6)  Crowded / Malaligned teeth ! 13)  GDP would like an opinion ! 

7)  Missing teeth ! 14)  Over 18 for private assessment ! 

Insert Address of Orthodontist Here: 
 
 
 

Referring Practitioner 
 
Name:…………………………………………………. 
 
Address:……………………………………………… 
 
………………………………………………………… 
 
Contact No:…………………………………………. 
 
Fax No: ………………………………………………. 

Patient Details IN BLOCK CAPITAL LETTERS please    Patient has been given information letter        ! 
 
Name…………………………………………………...................................................................     Male/Female 
 
Address…………………………………………………………………………………………………………………             
 
……………………………………………………………………………….. NHS No........................................….               
 
Postcode (Essential)……………………………………………………….. Date of Birth…………………………… 
 
Telephone Number (Daytime)……………………………………………..(Mobile)………………………………….. 

Broad Street Orthodontist, 
54 Broad Street, 
Canterbury, 
Kent CT1 2LS 

Birchington Orthodontic Practice
7 Surrey Gardens
Birchington
Kent
CT7 9SA




