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	Patient Details:

	Sex
	 FORMDROPDOWN 


	First Name
	     

	Last Name
	     

	DOB
	     

	Address
	     

	Post code
	     

	Home tel
	     

	Work tel
	     

	Mobile
	     

	NHS num
	     

	Ethnicity
	 FORMDROPDOWN 


	GDP/CDS Details:  FORMCHECKBOX 
 Please tick if referrer

	Name
	     

	GDC Code
	     

	Practice
	     

	Address
	     

	Post code
	     

	Phone
	     
	Fax
	     

	E-mail
	     

	GMP Details:  FORMCHECKBOX 
 Please tick if referrer

	Name
	     

	GMC Code
	     

	Practice
	     

	Address
	     

	Post code
	     

	Phone
	     
	Fax
	     

	E-mail
	     

	Translation Requirements:

	If your patient requires a translator, please state which language            




	Referral Details:

	Priority     FORMDROPDOWN 


	Overall problem

 FORMCHECKBOX 
Cancer/Pre Cancer

 FORMCHECKBOX 
White Lesions

 FORMCHECKBOX 
Burning Mouth

 FORMCHECKBOX 
 Dry Mouth

 FORMCHECKBOX 
 Oral Malodour
	 FORMCHECKBOX 
Persistent Ulceration

 FORMCHECKBOX 
Pigmentation

 FORMCHECKBOX 
Salivary Swelling

 FORMCHECKBOX 
Oral Soreness

 FORMCHECKBOX 
Altered Taste
	 FORMCHECKBOX 
 Recurrent Oral Ulceration 
 FORMCHECKBOX 
 Blisters

 FORMCHECKBOX 
 Lump

 FORMCHECKBOX 
 Allergy

	Other (specify)      

	History of complaint

	     

	Duration of complaint

	     

	Management of complaint to date (including investigations and previous referrals)

	     

	Relevant medical history (if Yes, comments please)

	 FORMCHECKBOX 
 Cardiac
	     

	 FORMCHECKBOX 
 Respiratory
	     

	 FORMCHECKBOX 
 Dermatological
	     

	 FORMCHECKBOX 
 Diabetes
	     

	 FORMCHECKBOX 
 Gastrointestinal
	     

	 FORMCHECKBOX 
 Haematology
	     

	 FORMCHECKBOX 
 Hepatic  /  Hepatitis
	     

	 FORMCHECKBOX 
 Musculo-skeletal
	     

	 FORMCHECKBOX 
 Psychiatric
	     

	 FORMCHECKBOX 
 Allergy
	     

	 FORMCHECKBOX 
 Other (give details)
	     

	Current medication  

	     

	Relevant family or social history (include ethnic background, occupation, alcohol consumption, tobacco, and any other issues)

	 FORMCHECKBOX 
 Alcohol
	Units/Week        
	 FORMCHECKBOX 
 Betel use

	 FORMCHECKBOX 
 Tobacco 
	Type          
	Cigs/day      

	Other      

	Provisional diagnosis

	     

	What has the patient been told?

	     


	Clinical Examination (please describe and indicate lesions on diagram)
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	Signature:
	     

	PRINT:
	     

	Date:
	     


	Please complete ALL sections. Failure to do so may result in the form being returned for further information
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