Coatbridge
Family Dental Care

DENTAL CBCT REFERRAL FORM

PATIENT DETAILS:
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|:| | confirm the patient has given me permission to share this information. (please tick)

Justification:

The clinical context for
requesting the CBCT
examination.

Relevant results of history,
clinical examination and other
imaging.

What information do you want
the CBCT examination to
provide?

Define the anatomical areas
that the scan(s) should cover

Reporting:




Coatbridge Family Dental Care will not report the CBCT provided. | confirm that | will ensure
the CBCT is reported by an adequately trained individual (as per HPA-CRCE-010-Guidance on
the safe use of Dental Cone Beam CT). L] (Please tick to confirm)

REFERRING DENTIST DETAILS
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TO BE COMPLETED BY COATBRIDGE FAMILY DENTAL CARE

Justification:

Name of IRMER practitioner:
Signature:

Date:

Details of scan authorised:

Scan Information:
Name of operator:
Signature:

Date of scan:

Exposure Factors used:

Reporting:

To be completed by referring practitioner.

Please return the completed form to Coatbridge Family Dental Care by the following
methods:



Email: Dental.Clinical-CoatbridgeFamilyDentalCare@nhs.scot

Post: 22 Academy Street
Coatbridge
ML5 3AU



