
7 Cathair Danann, North Circular Road, Tralee, Cp. Kerry 

(066) 712 5400 

info@flynnsdentalcare.ie 

www.flynnsdentalcare.ie 

 

REFERRING CLINICIAN 

Referring Doctor: …………………………....…………. 

Clinic Address: ………………………………............... 

………………….................................……………........ 

Referral Date: ………………………..…….……………… 

Telephone: ………………………...………..……………… 

Email: …………………………………………..……............

 

PATIENT DETAILS 

Patient’s Name: ………………………….…...………… 

Patient’s Address: ……………………….……........... 

…………………………………………………..……………… 

Date of Birth: ……………………………..…….………. 

Home Telephone: ………………..…….……….………. 

Mobile: ……………………….………………………………. 

Email: ………………………….………………………………. 

Is the referral urgent? ……………..……...…………..

 

REASON FOR REFERRAL / PATIENT CONCERNS

………………………………………………………………………………………………………………………………………. 

………………………………………………………………………………………………………………………………………. 

………………………………………………………………………………………………………………………………………. 

………………………………………………………………………………………………………………………………………. 

………………………………………………………………………………………………………………………………………. 

………………………………………………………………………………………………………………………………………. 

 

Thank you for your referral 


