Victorian Statewide Referral Form
General Practice version Feb 2006


	GP Referral

	
	Referral Date:  «datel»
GP Review Date:       
Feedback Requested    FORMCHECKBOX 
 YES     FORMCHECKBOX 
  NO


	Referral to:
«selname»

 MERGEFIELD selcompanyname «selcompanyname»
«seladdr1»
«seladdr2»
«seladdr3»
Phone:  «selphone»
FAX:     «selfax»
Email:   «selemail»
	
	Referring General Practitioner

«docname» «docqual»
Provider No: «docprov»
«practicename»
«practiceaddr1»
«practiceaddr2»
«practiceaddr3»
Phone: «practicephone»   FAX:  «practicefax»


	Service requested: 
     


	Patient / client details:

	Name:  «patientfullname»
Date of Birth:  «dob»
…………………………………………………

Preferred name/s: «prefname»
…………………………………………..

Sex:  «sex»



	
	«address1»
«address2»
«address3»
Phone:  «phoneh»   Work:  «phonew» 

Mobile: 
 «phonem» 

Email:
«email»

	Alternative Contact:  «nextofkin»  Phone:  «nextofkinphone»


Reason for patient referral:      
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Other Notes (eg current services ):      
	Interpreter required:   FORMCHECKBOX 
 YES
	
	DVA Number: «dvano»

	Preferred language is:      
	
	Insurance:  «healthfund»

	Pension Card Number: «hccpensno»
	
	Medicare Number: «medicarenoandsubnumerate»


Consent to referral and sharing of relevant information:   FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO
Attach 'Patient Consent Form' if restrictions apply.

Clinical Information:

Warnings: 
     
«printclinicalhistory»
Referring Dr.………………………………………..   Patient name:…………………..……………………. Date: …………………………..  
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