
C B C T  S C A N  R E Q U E S T  F O R M     

PAY M E N TR E P O R T I N G

C B C T  S C A N  R E Q U I R E M E N T S

R E L E VA N T  M E D I C A L  H I S TO RY
(please specify medications and allergies)

Digital OPT (requested with CBCT)

Patient at appointmentThe requested CBCT scan is to be reported by the 
referring clinician.

Is a Consultant Dental Maxillofacial radiologist 
report required? (additional fee)

Invoice referring practitioner

Yes No

CBCT - full maxilla

CBCT - full maxilla and mandible

CBCT - full mandible

CBCT - sectional
please indicate tooth / area for 
centre of required small field

B R I E F  PAT I E N T  H I S TO RY

C L I N I C A L  J U S T I F I C AT I O N  F O R  C B C T  S C A N

C L I N I C I A N  D E TA I L S PAT I E N T  D E TA I L S

Clinician name Title
GDC number First name
Practice name Surname

Date of Birth

Postcode Postcode

Address Address

Contact Number(s) Contact Number(s)
Email Email

S H A R R O W  V A L E  D E N T A L  C A R E

262 Sharrow Vale Road,
Sheffield, South Yorkshire, S11 8ZH

0114 268 6076
enquiries@sharrowvaledentalcare.co.uk

www.sharrowvaledentalcare.co.uk

Clinician signature

Date of referral

I confirm that the above named patient has consented to onward referral for a Cone Beam CT scan and to being 
contacted by Sharrow Vale Dental Care.
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