The Courtyard Clinic

Radiograph Referral Form

Panoramic/OPG Cephalometric CBT view

Patient details:

Name :
DOB:
Address :

Tel : Mob :

Referring practitioner details :
Name :

Practice :
Address :

Tel:

Reason for referral :

Relevant medical history :

Referring practitioner’s signature ..............
Radiographic image to be
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