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ARRANGEMENTS FOR TRANSFER OF PATIENTS  

 
1. Details of dentist currently receiving Capitation/Continuing Care Payments 

    Surgery 
Surname:____________________    Address:_______________________ 
 
Forename:___________________                   _______________________ 
 
Contract Number:____________                      _______________________ 
 
Reason For Leaving (please circle as appropriate): 
Leaving practice/transferring list only/maternity leave/resignation from Dental List/EDI 
software change/24 hour retirement/transfer to holding number/ 
other (please state reason)    ______________________________ 
 
2. Details of dentist accepting patients: 

  Surgery 
Surname:___________________    Address:_______________________ 
 
Forename:__________________                   _______________________ 
 
Contract Number:____________                    _______________________ 
 
3. Details of patients to be transferred:  ____________________________ 
 
Signature of accepting dentist:______________________Date:_________ 
 
The information at 2 and 3 must be provided for each accepting dentist. The options for patients to 
be transferred are : “all” , surnames beginning (max 2 letters i.e. ma) “ …. to ….” or in age 
categories. 
 
4. Other information 
The Capitation/Continuing Care arrangements will transfer on  ___________ 
 
Please state date of your last day of employment at this surgery__________ 
 
Signature of dentist currently receiving Capitation /Continuing Care payments 
 _______________________________________Date: _________________ 
 
If this is not the dentist currently receiving Capitation/Continuing Care payments 
please note the reason and your status here: ___________________________ 
 


