
Referral Form
REFERRING CLINICIAN

	 Name	 	 Referral Date 

	 Practice	 	 Tel. No. 

		  	 Other No. 

		  	 Postcode 

	 Email	

PATIENT DETAILS

	 Name	 	 Date of Birth 

	 Address	 	 Home Tel. No. 

		  	 Mobile Tel. No. 

		  	 Postcode 

	 Email	

Medical History	

	

	

PROBLEM / HISTORY

57/4, St. Lucia Street, Valletta, VLT 1182, Malta	  
Tel: (+356) 21 237 529    Email: info@sammutspecialists.com	 www.sammutspecialists.com

REFERRAL REQUIREMENTS 
	 Periodontitis Management

	 Mucogingival Surgery

	 Crown Lengthening

	 Complex Prosthodontics/Rehabilitation

	 Difficult Dentures

	 Implants

	 Hard/Soft Tissue Augmentation

	 Oral Medicine

ENCLOSURES 
	 Any recent Radiographs

	 Photographs

	 Clinical Records

	 Study models

	 Please see my patient for consultation only.


