
Digital Panoramic X-Ray Referral Form 

 

Patient Details                                          

Forename:                                                                          Surname: 

D.O.B: 

Address: 

 

Email: 

 

Referring Dentist 

Forename:                                                                        Surname: 

Phone No:                                                                         Email: 

Clinic Address: 

 

Dentists signature:                                                         Date: 

Referred date:                                                                Image required: 

Prothesis? 

Reason for request and justification: 

Mckenzies Dental Surgery Use 

Authorised by: 

Signed:                                                                               Date: 

Justification: 

Taken by: 

Signed:                                                                                Date: 

 

Please note that it is the responsibility of referring practitioner to evaluate and report on the 

radiograph. 

 


