
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
 

Service-Level Agreement For the Referral of Patients to Buckden Dental Clinic for 

Cone Beam CT Examinations 

Practice Name……………………………………………………………………………………… 

 Address of Cone Beam CT Practice Address of Referring Practice 

Address Details Buckden Dental Clinic, 35 Silver Street, 

Buckden, Cambridgeshire PE19 5TS 

 

Practice Telephone 01480 812898  

Practice Email Reception@buckdendental.co.uk  

Practice Employer Dr Georgina O’Callaghan  

 

Referral criteria for dental cone beam CT:  

 

The document specified below will be used by both parties as the basis for the referral of patients and the 

justification/authorisation of dental cone beam CT examinations: 

 

 The Faculty of General Dental Practitioners “Selection Criteria for Dental Radiography” 

 The British Orthodontic Society – Orthodontic Guidelines 

 Chapter 4 of the SEDENTEXCT European Guidelines on Cone Beam CT for Dental and 

Maxillofacial Radiology 

 Chapter 3 of the European Guidelines on Radiation Protection in Dental Radiology 

 

Entitlement of Persons: 

 

Enter below details of all persons at the referring practice who will refer patients for dental cone beam CT 

examinations and/or report on dental cone beam CT images. Evidence of training meeting the requirements 

of the HPA/ British Society of Dental and Maxillofacial Radiology (BSDMFR) Core Curriculum in Dental 

CBCT must be provided. 

 

For completion by the referring practice For completion by cone beam 

CT practice 

 

 

Name(s) GDC/GMC 

Reg No. 

(IRMER 

Roles) 

Referrer 

(IRMER 

Roles) 

Operator 

(reporting) Training OK 

Registration 

OK 

 
 

     

 

 

     

 
 

     

 

 

     

 

 

 

 

 

 
 
 
 
 

Restorative Aesthetic/Cosmetic Patient Information and Consent form 

Please read this information and consent letter in addition to your individual letter which you may have 

been sent and implant consent you may have been sent. 

 

I give permission for Dr {Enter Name}, and assistants/associates to provide necessary dentistry to address 

the conditions or symptoms, (including cosmetic concerns) which have been explained to me. 

 

I give permission for Dr {Enter Name}, assistants/associates, to provide such additional services as they 

may deem reasonable and necessary, including, but not limited to, the administration of anaesthetic agents, 

the performance of necessary laboratory, radiological (x-ray), photographic and other diagnostic procedures 

and administration of medications.  

 

I consent to photography, filming, recording and x-rays of the procedure, this may be used for 

records/teaching/promotion. 

 

Unforeseen conditions can arise in the course of treatment which may alter after the treatment plan. I give 

permission for Dr {Enter Name} and assistants/associates, to do what they deem necessary under the 

circumstances, including the decision not to proceed with the restorative treatment.  If unforeseen 

conditions arise Dr {Enter Name} will inform you as quickly as possible of these conditions and changes in 

treatment and costs involved. 

 

These treatments may include tooth extraction, root canal treatment, hygiene therapy, implant procedures 

including implant placement, grafting, sinus lifts or soft tissue procedures. 

 

Alternatives treatments have been explained to me, including their risks and benefits. I have considered 

these alternative treatments but I request the restorative/aesthetic/cosmetic dentistry. It has been explained 

to me that although the treatment is advised it is wholly my decision to go ahead with the treatment. 

 

I consent to the tooth reduction / loss of tooth structure necessary to accomplish the restorative 

requirements. I am aware that approximately 10% of teeth prepared for crowns/bridges/inlays/onlays may 

require a root filling and additional costs will be incurred for this. If crowns/bridges are being removed it is 

impossible to fully determine their condition until this time and it may not be possible to save the tooth and 

the treatment may alter. Alternatively additional treatments may be involved to save the tooth. 

 
I am aware that the practice of dentistry is not an exact science and no guarantee can be made should any 

restoration fail.  

 

I understand that I will require ongoing maintenance care, possibly remaking of crowns, bridges and 

veneers if decay should re occur and the longevity is related to what I eat and drink and my home-care  

 

 

 

 

 

habits. If you clench or grind your teeth or have other habits re-makes and m 

aintenance are likely to be greater. If a splint has been advised it should be worn as recommended. If you 

are a tooth wear patient who has been treated with composite these may need repair over time. 

 
The restorative procedures have been explained to me and I understand the nature of these 



 
 

Buckden Dental Clinic 35 Silver Street, Buckden, Cambridge, PE19 5TS 

Tel: 01480 812 898          Email: reception@buckdendental.co.uk        Web: www.buckdendentalclinic.co.uk 

 

 
Signatures of agreement: 

 
We the undersigned agree 

 to use the referral criteria stated above;  

 that evidence of adequate training has been provided for each of the persons named above appropriate to 

their IRMER roles;  

 that adequate information will accompany each referred patient to allow the justification process to proceed, 

as set out in the attached Imaging Referral Form. 
 

 

For the cone beam CT practice:     For the referring practice: 

 
 

 

 
Employer Signature:      Employer Signature 

 

 
CT Practice Signed Date:     Referrer practice signed date: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 


