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Periodontal Referral Service 

Do you have patients requiring periodontal assessment or management? 

We offer a dedicated periodontal referral service designed to support 

General Dental Practitioners with diagnosis, treatment, and stabilisation 

of periodontal disease. 

We Accept Referrals For: 
● Comprehensive periodontal assessment and diagnosis 

● Periodontitis with pockets of >6 mm (BPE 4)  

● Acute problems (e.g. desquamative gingivitis, necrotising periodontal 

disease) & localised swellings (e.g. epulis) 

● Non-surgical & surgical regenerative periodontal procedures 

● Pocket reduction surgery, Crown lengthening, Gingival recession, 

● Supportive periodontal maintenance 

● Peri-implant disease management 

● Periodontal stabilisation prior to restorative or orthodontic 

treatment 

Why Refer to Us? 
● Our clinician has a special interest in periodontology 

● Collaborative approach with referring GDPs 

● Detailed written reports and treatment updates 

● Patients returned to referring dentist following treatment 

● Patient-centred and supportive environment 

● Prompt appointment availability 

How to Refer? 
Email:enquiries@dentartwork.co.uk  

Phone: 01367 253685 

 

Please include relevant radiographs, photographs and clinical notes 

where possible. 
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Periodontal Referral Form 

Patient Name (+Title):  

………………………………………………………………………………………………………………………………………… 

Date of Birth: ………………………………………………………………… 

Patient Contact Number:………………………………………………………………………………………….. 

Patient email address:……………………………………………………………………………………………….. 

Reason for Referral: 

………………………………………………………………………………………………………………………………………… 

………………………………………………………………………………………………………………………………………… 

………………………………………………………………………………………………………………………………………… 

………………………………………………………………………………………………………………………………………… 

……………………………………………………………………………………………………………………………………….. 

Relevant Medical History: ………………………………………………………………………………………… 

………………………………………………………………………………………………………………………………………… 

………………………………………………………………………………………………………………………………………… 

Radiographs/Photos/Notes Included:  ☐ Yes   ☐ No 

Referring Dentist Name: ………………………………………………………………………………………….. 

Practice Name: ………………………………………………………………………………………………………….. 

Contact Email: …………………………………………………………………………………………………………….. 

Contact Phone: ……………………………………………………………………………….. 

Referring Dentist Signature:  

…………………………………………………………………Date: ………………………………………………………….. 
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