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E-referrals 
From mid-November Mansfield Orthodontic Practice will launch its new website. This 
has been a long-time coming, following a lot of hard work to update the site. 

A new facility that we are pleased to offer referring dentists is the ability to make patient 
referrals through an online portal. If you choose to use this facility you can type in the 
patient details into the online form that replicates the existing referral form used by 

Derbyshire and Nottinghamshire practices. This 
will then send the referral to us at the practice. 
You can print a copy for your own records. 

Alternatively, you can download a paper copy 
of the existing referral form from our site if you 
would prefer to use this. 

From early 2018 all Derbyshire and 
Nottinghamshire practices will need to make 
referrals through DERS (Dental Electronic 
Referral System). This is a new system that 
has been developed by Vantage Diagnostics, 
commissioned by our local NHS Area Team, 
and which is currently being installed into 
area practices. Once we go live with DERS, 
then the online referral facility directly to 
our practice through our website will be 
taken offline. 

Version 3.0 

 

ORTHODONTIC SERVICE REFERRAL FORM 

Referring Dentist’s Name & Address: Patient’s Name:_______________________________________________ 

Name of parent/guardian:_______________________________________ 

D.O.B.:_______________ Age:__________ Sex: M / F(Please circle) 

Address:_____________________________________________________ 

              _____________________________________________________ 

Postcode:___________ Telephone: _______________________________ 

Referral to: 
GOOD ORAL HEALTH: YES / NO (Please circle) 

If no please justify reason for referral below or form may be returned. 

Presenting 
Problem 

Indicate the main presenting problem only by ticking 

a column on the right hand side 

Refer to 
Hospital 
service 

Refer to 
Specialist 
Practice 

Keep under 
review in 
practice 

Referral not 

indicated at 
this time 

Increased overjet 

Overjet 9+ mm                    A
ge 10+ yrs 

 
 

 
 

Overjet 6-9mm                    A
ge 10+ yrs 

 
 

 
 

Overjet under 6mm             Any Age 
 

 
 

 

Incisor crossbite Anterior crossbite               Age 7+ yrs 
 

 
 

 

Crowding 

More than 4 deciduous molars still present 
 

 
 

 

Marked crowding or irregularity 

 
 

 
 

Mild crowding with significant aesthetic detriment 
 

 
 

 

Mild crowding 

 
 

 
 

Upper canine(s) 

Not palpable buccally         Age under 10 yrs 
 

 
 

 

Not palpable buccally         Age over 10 yrs 
 

 
 

 

Unerupted       Age 12+ yrs  &  C/C’s retained 
 

 
 

 

Class II division 2 malocclusion – late mixed dentition preferred 
 

 
 

 

Hypodontia 
Not more than  1  tooth  a

bsent  per  qua
drant  (ignore  

8’s)  
 

 
 

More than 1  tooth  absen
t  per  quadran

t  (ignore  8’s) 
 

 
 

 

Cleft lip and palate, Syndromes, medical history complicating treatment 
Please give 
details below 

 
 

 

Problems likely to require specialist surgical or restorative care 
Please give 
details below 

 
 

 

Malocclusion associated with skeletal discrepancies or facial asymmetry 
Please give 
details below 

 
 

 

Problems not covered above: add details below or over page 
 

Please give 
details below 

 
 

 

Have any radiographs been taken within the last 12 months:       YES / NO (Please circle)                     
 

Radiographs sent in:                  O
PG:     YES / NO (Please circle)       Intra-orals :  YES / NO (Please circle) 

Relevant medical and dental history, complicating factors e.g. molar prognosis, other comments, etc 

 
 

I confirm that this patient has not been referred to another Orthodontic Specialist. 

 
Dentist’s Signature:___________________________________________   Date of referral: ____/____/_______ 

 


