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To refer:  Step  1) PHONE 08 9242 0347 to confirm acceptance of referral 

Step  2) then fax completed referral to 08 9444 7265 
 

 

Patient Details (attach label if applicable)  First Visit Required    

Full Name:                                        Date:              Time:        am/pm 

Address:                                                                         

Suburb:                          Postcode:           Telephone:                 

Date of Birth:      /    /     URN:              Medicare Number:                 

Patients GP Name:                                     GP Telephone:                 

 

Diagnosis                                                                         

Relevant Past Medical History                                                         

                                                                                

Treatment Request                                                               

                                                                                
 

Referrer Details  

Medical Practitioner Name:                                                           

Telephone:                                   Signature:  

Hospital (where applicable):                              Ward:                         

 
Medications 

Allergies/Risk Factors:                                                                

 

Date Medication/Fluid Dosage Frequency Route 
Treatment 
Duration 

                                                                                

                                                                                

                                                                                

 

Further Comments/Special Instructions:                                                         

                                                                                       

                                                                                       

 

 

Print Name:                                    Prescriber Number:                    

Prescriber Signature:  
 


