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SEDATION REFERRAL FORM
Referring Dentist Details

Dentist Name: 
Practice Name: 
Practice Address: 
Telephone: 
Email: 

Patient Details

Patient Full Name: 
Date of Birth:           ____ / ____ / ______
Address: 

Contact No(s): 
Email: 

Medical History
Medical History: 
Medications: 
Allergies: 
ASA Classification (if known):   I   II   III   IV

Reason for Referral
· Dental anxiety / phobia
· Severe gag reflex
· Special care needs
· Extensive treatment needs
· Other: 

Details of treatment required under inhalation sedation:



Additional Information
Relevant Radiographs Attached:   Yes    No

Referring Dentist Signature:


Name (print):
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