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CBCT REFERRAL FORM  Acteon X-Mind Trium 

 
Patient Details 
 
Title:       Mr | Mrs | Ms | Miss | Master | Dr | Prof. 
 
First Name:    ____________________________________ 
 
Surname:       ____________________________________ 
 
Date of Birth:         ________________________________ 
 
Tel (Home): __________________________________ 
Tel (Work): __________________________________ 
Tel (Mobile): __________________________________ 
 
Email:  __________________________________ 
 
Address: __________________________________ 
_______________________________________________

_______________________________________________

_______________________________________________ 

TO BE COMPLETED BY THE REFERRING PRACTITIONER 

 

 
CBCT Format: DICOM 
Email to:   Patient            Referrer  
 
CD containing images to be:    Given to patient                Posted to Referrer 
 

 
 
 
 
 
 

Referring Practitioner: ______________________ 
_________________________________________ 
 
Practice Name:  ___________________________ 
 
Address:  _________________________________ 
_________________________________________ 
_________________________________________ 
 
Telephone:  _______________________________ 
 
Email:  ___________________________________ 
 
GDC:  ____________________________________ 
 
Additional Comments: ______________________ 
_________________________________________ 
_________________________________________ 
 
Date:  ___________________________________ 

Aura Dental, Aura Centre, Charlbert Street,  
St. John’s Wood, London, NW8 7BT 

 
Please email form to: info@auradentallondon.com 

Cost: £99 per arch 

mailto:info@auradentallondon.com

