
REFERRING DENTIST DETAILS: 
NAME: 


___________________________

EMAIL: 


___________________________

PRACTICE NAME: 


___________________________

PATIENT DETAILS: 

NAME & DOB: 


___________________________

EMAIL: 


___________________________

CONTACT NUMBER: 


___________________________

Dr. Basil Al-Amleh 
BDS(Otago), DClinDent(Otago)  
MRACDS(Pros) 

Specialist Prosthodontist  

www.optimapros.co.nz 

PROSTHODONTIC REFERRALS 

Prosthodontic consultation  

Dental rehabilitation (worn, missing dentition)  

Aesthetic concerns or cosmetic makeover 

Dental implants treatment   

Removable complete or partial dentures  

Other 

ACC details (if involved): ______________ 

COMMENTS:

OPERATING  
FROM: AUCKLAND  

Shakespeare Orthodontics 
2 Owens Road 
Epsom 

09 392 1122 

HAMILTON   

C & R Dental Care 
697C Wairere Drive 

Chartwell

07 856 4116 

Please email all radiographs and clinical 

photos to hello@optimapros.co.nz, and 

include patient’s details 

Joint and/or muscle pain  

Limited mouth opening/closing  

Joint sounds with dysfunction 

Bruxing/clenching 

Chronic (> 6 months) 

Obstructive sleep apnoea management 

CPAP intolerant or seeking alternative  

TMJ & SLEEP APNOEA REFERRALS 


