
Oral Pathology Referral Form

P 0448 416 055 E oralpath@adelaidedentist.com.au

Patient Details:

Name: ________________________________________________________________________________

Address: ______________________________________________________________________________

Telephone: (H) _________________________________ (W) ____________________________________

Mobile: _______________________________________ D.0.B.:_________________________________

Email: ________________________________________________________________________________

Oral Pathology Other___________________________________

Comments:

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________              

_______________________________________________________________________________________

Purpose of Referral:

Advice & necessary treatment  

Discuss alternative treatments with patient  

Other _________________________________

Email 

Letter  

Fax

Action Required: Preferred Form Of Contact:

Referred to:

Referring Doctor:

Dr: ___________________________________________________________________________________

Address: ______________________________________________________________________________

Telephone: ______________________________________ Fax: _________________________________

Email: ________________________________________________________________________________

Signature: _____________________________________ Date: _________________________________

Dr Ying Guo
BDS. (Adel), BScDent (Hons), DCD (Oral Path)


