
Referral Form 
_____________________________________________________________________________________ 

 
Cameron Lewis       North Shore Clinic - 
Oral &Maxillofacial Surgeon     at North Shore Dental 
Auckland Oral & Maxillofacial Surgery Group   Cnr Beach & Anzac Roads 
Ground Floor, Quay Park Health     Browns Bay 
68 Beach Road       Auckland 
Auckland  
 
T 369 5566      478 7442    
F 369 5570      478 7441 
E contactus@aoms.co.nz     appointments@northshoredental.co.nz. 
W aucklandoms.co.nz     northshoredental.co.nz 
______________________________________________________________________________________________ 
 
Patient Details – 
 

Name:    ....................................................................................................... 
 
Date of Birth:     /    / 
 
Address:  ........................................................................................................ 
 
  ........................................................................................................ 
 
  ........................................................................................................ 
 
Home no: ......................................  Work no:  ..................................... 
 
Mobile no: ......................................  Email :     ..................................... 

 
Clinical Problem: ............................................................................................................................................. 
 
......................................................................................................................................................................... 
 
......................................................................................................................................................................... 
 
Examination/Treatment required: .................................................................................................................. 
 
......................................................................................................................................................................... 
 
........................................................................................................................................................................ 
 
Radiographs:           Enclosed                          Mailed                  Emailed 
   ____________________________________________________________ 
 
            Periapical               Lat. Ceph   OPG                            Other   
 

 
Referring Practitioner: ................................................................................... NPI no: .................................................... 
 
Address:  .......................................................................................................................................................................... 
 
Date of referral:        /   /      Phone:  .......................................    Email: .............................................................. 
 
Appointment already made:                   Yes    Appointment Date: ........................................ 
 
______________________________________________________________________________________________ 

mailto:contactus@aoms.co.nz

