
REFERRAL
FORM

Date

Referral Clinic

Referring Dentist

Telephone	 Email

Patient Name	

Patient Contact	 Date of Birth	

SPECIALTY TO BE REFERRED:

  Endodontics   	   Orthodontics   	   Implant   	   Paediatrics

  Periodontics   	   Prosthodontics   	   OMFS

DIAGNOSIS

SERVICE 
REQUESTED

Referring Dentist Signature

2/F, Novum West, 460 Queen’s Road West, Shek Tong Tsui, Hong Kong    T 3979 9191    F 3979 9178    E referral.iad@hku.hk      www.iad.hku.hk

香港石塘咀皇后大道西460號翰林峰2樓（香港大學站B1出口）


