
Colchis House, Brassey Road, Shrewsbury, SY3 7FA 
shrewsbury@argo-dental.co.uk 

01743 362501 

Paediatric Dentistry Referral Information 
We are happy to accept referrals for children to Argo Dental Clinic to be seen by our dentist, 
Katie Woon Sam. 

Katie has extensive experience seeing paediatric patients across community, hospital, urgent 
care and general practice settings. She is able to provide ongoing care for children with 
complex needs and see children on referral who require enhanced paediatric services, 
including the provision of treatment under inhalation sedation. 

We are happy to consider any referrals for your paediatric patients, including for: 

● Early childhood caries
○ Hall crowns
○ Silver diamine fluoride
○ Restorations

● Poor prognosis first permanent molars
○ MIH management
○ Biodentine restorations
○ Interceptive extractions in the mixed dentition

● Enamel defects
○ Bleaching
○ Microabrasion
○ ICON resin infiltration

● Dental trauma

● Orthodontic extractions (please include letter from orthodontist with referral)

● Inhalation sedation with nitrous oxide (also available for adult patients)

● Continuing care for patients with additional needs

Use of the referral form below is not compulsory but completing it will help to ensure that all 
the information required for a smooth referral process is included. If you have already sent a 
referral on REGO but the patient has now opted to be referred privately, we would be happy 
to receive a copy of the REGO pdf instead. 

You can send your referral to us via email or post (attaching any 
photos/radiographs/orthodontic correspondence etc.) and we will then get in touch with the 
patient directly to organise an assessment or phone check in with them as appropriate. 

If you have any questions about our referrals or services, please do not hesitate to get in 
touch. 



Colchis House, Brassey Road, Shrewsbury, SY3 7FA 
shrewsbury@argo-dental.co.uk 

01743 362501 

Paediatric Dentistry Referral Form 

PATIENT INFORMATION REFERRER INFORMATION 

Title Date 

First Name Name 

Last Name Job Role 

DOB Practice Name 

Address Address 

Phone Number Phone Number 

Email Email 

REFERRAL INFORMATION 

Diagnosis/concern: 

Type and date of radiographs taken: 

Relevant medical/social history: 

Previous attempt(s) of treatment: 

Treatment requested (leave blank if 
wish for us to plan): 

Sedation (Nitrous Oxide) required? 

On completion of treatment:  Please discharge back to referrer  
 Please offer patient ongoing care at Argo 

By sending this referral I confirm that: 

● The patient/their family have consented to this referral and are happy for us to contact them
● The patient/their family are aware an assessment or check-in will be required prior to

treatment being carried out
● I will send copies of any photographs or radiographs I have taken of the patient
● I have discussed the alternative option of an NHS referral with the family
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