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URN: 
Family Name: 
Given Names: 
Address:
Date of Birth:                                                Sex:           M            F
Telephone:
ORAL HEALTH CENTRE SPECIALIST SERVICES REFERRAL FORM
 
V2.10 - 07/2022
Clinic:
Phone:
Email:
Interpreter required:
Language:
PCC / HCC Number:
Yes
No
Expiry:
Patients must be informed that specialist care can only be provided if they are eligible at the time of consultation.
Non-urgent
Urgent
ATTENTION:
Please select one specialty only
Special needs dentistry
Oral & maxillofacial surgery (under LA only)
Dental implants
Prosthodontics
Periodontics
Oral medicine
Maxillofacial radiology
Removable
Fixed
Orthodontics
Paediatric dentistry
Endodontics
IV sedation
Please read the 004648 Referral to Specialist Services, Oral Health Centre Procedure prior to referring patients.
- Incomplete referrals cannot be processed and will be returned to referring dentist
- Please inform patient there are waiting lists for all specialist services at the Oral Health Centre (OHC). Ongoing care is the responsibility of the referring dentist
- For urgent or emergency cases, please contact the Senior Administration Officer on 1800 865 085
- Patients requesting GA need to be referred to a tertiary facility as GA is not available at the OHC
8.0.1291.1.339988.308172
Approved Oral Health Services patient record form
Health Information Services; COH
Metro North Oral Health Services Specialist Services Referral Form - Metro North Hospital and Health Service
Clinical reason for referral:
Treatment provided in relation to referral / current treatment plan / clinical findings:
Current medical history
Other PACS (to be downloaded in appropriate format, dated and emailed to OHC_Referral@health.qld.gov.au
MNHHS Inteleconnect
EUnity (including OHC)
Recent radiographs enclosed:
Designation:
Supervisor name (if applicable):
Referring practitioner:
Supervisor signature:
Signature:
Referrals completed by students must include the name and signature of supervising practitioner.
Date:
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