
 

Located at Ascot Vale Dental:       97 Union Road ASCOT VALE Victoria 3023 
Tel   93 72  8 0 0 7                             Emai l  r e cept ion @af f in i t yper i o .c om.au  

     w w w . a f f i n i t y p e r i o . c o m . a u   

Adj .  A/P rof .  Mel inda Newnham 
BDSc(WA)  FRACDS DCD(Per io )  FRACDS(Per io)  FADI  F I T I  FPFA F ICD  

Per iodonti s t  
 

 

 
Referrer’s Name:  
 
Date of Referral: ……. / …… /…… Referrer’s Tel: ............................... 
 
Re: Patient’s Name: ……………………..………….……………………………. 

 Patient’s Address: …………………..……………………………….….……

    ……………………………………………………….…… 

 Date of Birth: ……. / …… /…… Phone: ……….….....……………….. 

 

I would like to refer this patient to you for specialist management: 

 Per iodontal  assessment and management……………………….  

 Speci f ic  assessment and management  of  area………………….  

 Implant  assessment and management for  tooth………………..  

 Aesthet ic crown lengthening of  tooth………………………………  

 Crown lengthening for  restorat ion of  tooth……………………….  

 Frenectomy…………………………………………………………………..  

 Other:…………………………………………………………………………..  

……………………………………………………………………………………….  

……………………………………….………………..………..……
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