
 

 

 

 

 

 

 

Patient Name 

Address 

Contact Number 

Date of Birth 

Clinic 

Referring dentist  

Tick as applies 

PARTIAL  

PART UPPER 

PART LOWER 

COMPLETE UPPER 

COMPLETE LOWER 

IMMEDIATE 

CHROME 

ACRYLIC 

OPG/XRAYS have 

been provided 

Today’s Date 

Please attach charting and or notes about present/missing patient 

dentition and an OPG and/or XRAYS. 

Reason for Referral – Brief description of services patient requires 

and treatment plan (e.g., Full clearance, replace current -/F…) 

 

_______________________________________________________ 

_______________________________________________________

_______________________________________________________

_______________________________________________________

_______________________________________________________

_______________________________________________________

_______________________________________________________

_______________________________________________________

_______________________________________________________

_______________________________________________________ 



 

 

Phone: (03) 5454 3997 

Address:  Shop 13/96 Edwards Road, Kennington, VIC 3550 

Email: admin@digitaldenturecentre.com.au 

   Thank you for your referral! We look forward to working together! 


