
Patient Name 

Date of Birth  

Address 

 

    Postcode 

Phone / Mobile 

Email 

Medical History / Additional Information   

 

 

 

 

Type of Referral  NHS  Private  

Please provide an orthodontic assessment of this patient and 

carry out any orthodontic treatment required.

Referring Practitioner 

Signature 

PRACTICE STAMP / ADDRESS

                                     ORTHODONTIC SPECIALIST
BDS (Edin), FDSRCS (Edin), MSc (Glas), MOrth (Edin)

40 COURT STREET, HADDINGTON, EAST LOTHIAN, EH41 3NP 
T  01620 822255   F  01620 808132

E  smile@gavincaves.co.uk   W  gavincaves.co.uk


