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SEDATION REFERRAL FORM 

 

 

PATIENT  REFERRING DENTIST  
 

Relevant MH:    ……………………………………………………………………………………………. 

……………………………………………………………………………………………. 

Is patient’s BMI close to 40? ……………………………………………………………………………. 

Reason for Sedation:  ………………………………………………………………………………………. 

……………………………………………………………………………………………. 

……………………………………………………………………………………………. 

……………………………………………………………………………………………. 

Radiographs available: Yes/No 

What images?: ……………………………………………………………………………………………. 

Radiographs enclosed: Yes/No 

 
What treatment would you like carried out? 

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

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

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

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

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

Please send to Coatbridge Family Dental Care, 22 Academy Street, Coatbridge, ML5 3AU or email to 
Dental.Clinical-CoatbridgeFamilyDentalCare@nhs.scot 
 
A Team Who Cares The Smile You Want Dentists Who Listen 
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