
Our radiographers will always base the scanning protocol (field of view, 
resolution and expoosure settings) on the justification for referral, age 
and anatomy of the patient.

REFERRER DETAILS AND DELIVERY ADDRESS
 Name of Referrer:

 Practice name:

 Address:

 Telephone:

 Email:

REFERRAL FORM

Dental Scan Ltd. info@dental-scan.co.uk    +44 (0)20 7590 2020 
1-4 Eastgate Court High Street, Rochester, Kent, ME1 1EU
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PAYMENT

Practice

Patient

PATIENT DETAILS
 Appointment Date :            /              / Time:

 Name & Surname:                                                  

 Date of Birth:                  /              /  Telephone:

  First Line of Address (required for patient identification under IRMER):

Email:
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AREA OF INTEREST CBCT ONLY

Radiographic template with patient?           Denture Marked            Separate Template

Sectional (5x5cm) Quadrant (8x6cm)
Mandible (11x6cm)

Maxilla (9x6cm)

Both Jaws + Full Sinuses (9x13cm) Maxilla + Full Sinuses (9x8cm)

Both Jaws (9x10cm)


