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CBCT Referral Form
Referring Dentist Details:
Practice Name: ____________________________________________
Referring Dentist Name: ____________________________________
GDC Number: _____________________________________________
Phone Number: ____________________________________________
Email Address: ____________________________________________
Patient Details:
Full Name: _________________________________________________
Date of Birth: ______________________________________________
Phone Number: ____________________________________________
Email Address: ____________________________________________
Address: __________________________________________________
CBCT Scan Requested
☐ Upper Arch
☐ Lower Arch
☐ Both Arches
☐ Sectional/tooth notation (Please Specify): _____________________________________
Area of Interest / Reason for Scan:


Reporting 
Please note:
Floss & Smile Dental Clinic can provide radiographic interpretation of CBCT scans if required, if not then it is the responsibility of the referring clinician to arrange for the reporting of the scans. 
☐ I confirm that I will report on the CBCT   
☐  Floss and Smile are to provide a report 
Delivery Method for Scan Files
Dicom Files 
Referring Dentist Signature: _______________________   Date: _______________
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