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Dental CT Scan Request Form

Patient Details:

Title: e First Name: cooueeeeeieeeiceeeeeeeeee e SUMNAME: et eeeeeees

D.OB. e Preferred Contact Method: ...........uuveeiiiiiiiiiiiiiiiiin e
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POSECOTR: wuvrveiiiiiiiiiiieeeee e [0 o = 11 SOOIt

Home Tel: i WOrK Tel: wuveeiiiiieiiiieeeeee s MODBIlE: eeveiiieieeee s
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Referring Dentist Details:

Dentist Name: ...c..uviiieiieeieiiiieeee e Practice Tel.: et
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PraCiCE AQTIESS: ..eiieieiitt ettt ettt ettt et s et e s at e s bt et esa b e e s bt e s a bt e sab e e ht e e sa bt e sa bt e en teshee e beeenbbe e bt e e nnaeereeen
POStCOdE: .oiiiiiiiieiiiee e Dentist EMail: oo
Reason for sCan and JUSHIFICATION: .....ccciiii e e et e e e te e e e et e e e e eat e esabaeeeesaeeesnsaeeeaataeaeanns
Dentist Signature: ... GDC NUMDBET: ...t
CT Scan Requirements: CT Scan Charges:
All scans will be parallel to the occlusal plane unless Single Quadrant Jaw Scan £125.00
otherwise specified. Scans are on CD. Arch £175.00
Full Scan £225.00
Maxilla: Mandible: .
| undertake to report on the scan as required by IR(ME)R
Small FOV (6 x 4cm): 2000/2008.
Dentist Si L et e e e ae e e s raaaeeeean
Centre on: entist Signature
8765432 1/12345678 Payment will be collected from patient on the day of the
Scan.
87654321/12345678
Please clearly specify the diagnostic aims of this SCaN:......ccuuiieeeeiiiiiiiiiiiiirrrr s se s s e e s e ssssassssssans
Complete and return to the address below:
. 35 Mopument Hill 91932 858864
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