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23-25 CREWE ROAD, SANDBACH, CHESHIRE, CW11 4NE 

INFO@HARBOURDENTALPRACTICE.CO.UK 

01270 762 186   

 

 

 

 

TITLE: 

  

FORENAME: 

   

DATE OF BIRTH:  SURNAME: 

   

ADDRESS:   

   

  POSTCODE: 

 

MOBILE NUMBER: 

  

HOME NUMBER: 

   

EMAIL ADDRESS:   

   

 

 

RELEVANT MEDICAL HISTORY:  

  

 

 

  

   

 

PATIENTS’ MAIN COMPLAINT: 

  

 

 

  

IS THE PATIENT DENTALLY FIT? 

 

ORAL HYGIENE: 

 

HAS THE PATIENT HAD PREVIOUS ORTHODONTICS?  

 

HAS THE PATIENT HAD PREVIOUS TRAUMA? 

 YES / NO 

 

GOOD / FAIR / POOR 

 

YES / NO 

 

YES / NO 

 

   
   
   
   

    

TITLE: 

  

FORNAME: 

 

CONTACT NUMBER: 

  

SURNAME: 

 

PRACTICE ADDRESS: 

  

 

 

  

POSTCODE: 

 

EMAIL ADDRESS: 

  

 

PLEASE PROVIDE ANY RELEVANT RADIOGRAPHS. 

 

 

  

PATIENT DETAILS 

REFERRER DETAILS 

INVISALIGN REFERRAL 

FORM 


