TAYSIDE PUBLIC DENTAL SERVICE
REQUEST FOR DENTAL RADIOGRAPHY/
CLINICAL PHOTOGRAPHS

patient details 
Surname	...............................................…		
Forename	.............................................……	DOB.......……........
Address 	...........................................................…...……........... 
	....................................................................…...........
Postcode	...........................................		Tel ………...........…

Clinical reason for requesting image
.............................................................................................................
.............................................................................................................
PANORAMIC RADIOGRAPH
	Standard Panoramic 
	
	TMJ Open Mouth
	

	Left Side Only
	
	TMJ Closed Mouth
	

	Right Side Only
	
	
	



CLINICAL PHOTOGRAPH
Description of site
.............................................................................................................
.............................................................................................................
Relevant medical history
.............................................................................................................
.............................................................................................................
Date and type of last radiographs
.........................................................................................................

 (
PDS USE ONLY 
PRE X-RAY CHECKLIST
Denture/
Ortho appliances
Jewellery
/Glasses
VIEW TAKEN
Standard Panoramic View
TMJ Open Mouth
Left Side Only
TMJ Closed Mouth
Right Side Only
IMAGE QUALITY
Satisfactory/Unsatisfactory
Reason 
if
 unsatisfactory: ...............................................................................
IMAGE SENT TO REFERRING PRACT
IT
IONER
Via E-mail
By Post
Comments:
.................................................................................................................................
Signed: ...............................................
Date: .......................................................
)[image: ][image: ][image: ][image: ][image: ][image: ][image: ]





























Dentist signature   	.........................................................................
 (
Practice Stamp
)Date			...……………………	
 (
Practice Stamp
)
image1.emf
 


