MAC

Referral Form
Please tick all that apply

Prosthodontics/Smile Makeover
Endodontics

Implants

Oral Surgery

Sedation

Treat full case
Specific referral request only

Restore tooth/implant

Referring Dentist
Name

Address

Postcode
Telephone

Email

Patient
Mr/Mrs/Miss/Dr/Other

Please circle
Name
D.O.B

Address

Postcode

Telephone

MAC Dental

4 Statham Court,

Statham Street, Macclesfield,

Cheshire SK11 6XL

Tel: 01625 422502

Fax: 01625 426240 Dr R Khan
E-mail: inffo@macdental.co.uk & Associates

Referral Information
Please include reason for referral and
specific problem areas

Relevant Medical History

Please include any radiographs and models
which may help in evaluating the patient.
We will return them to you after use.

To find out more visit: www.macdental.co.uk



