W™ WestVic ENDOSCOPY
.

7 REFERRAL FORM

Patient Name: Sex M/F:
Date of Birth: Phone: Email

Residential Address:

Medicare Number Ref:

Private health insurance Yes No Member Number

Height (cm): Weight (kg): BMI (if known):

surceoN: Mr DOURAID ABBAS

HOSPITAL PREFERENCE:
St John of God Ballarat St Vincent Private Hospital Werribee Public
Ballarat Day Procedure Centre Geelong Day Surgery
Hobson HealthCare-Werribee Hobson HealthCare-Sydenham

PLEASE PERFORM THE FOLLOWING INVESTIGATION:

Gastroscopy Colonoscopy Colonoscopy + Gastroscopy
Other

INDICATION (PLEASE PROVIDE PATIENT HEALTH SUMMARY WITH THIS REFERRAL)

NBCSP POSITIVE ABDOMINAL PAIN WEIGHT LOSS

PER RECTAL BLEEDING CONSTIPATION BARRET'S

FAMILY HISTORY OF CRC ALTERED BOWEL HABIT DYSPHASIA

ANAEMIA CHRONIC DIARRHOEA EPIGASTRIC PAIN/REFLUX

FAECAL HAEMOGLOBIN

OTHER INDICATION TEST POSITIVE

MEDICAL HISTORY: DOES THE PATIENT HAVE ANY OF THE FOLLOWING CONDITIONS? (Please tick)

YES NO YES NO
IHD/ANGINA/AMI (esp. last six months) Aspirin use
CCF Diabetic requiring insulin or oral medication.
Cardiac Arrhythmia Steroid use
Hypertension Hepatitis/HIV
Epilepsy Obstructive sleep apnoea
Asthma or COAD Problems following anaesthetic

Bleeding diathesis/Anticoagulant use

Allergies:
Other Medical History:

Previous Surgeries:

Medication:

REFERRING DOCTOR:
NAME: Address:

Provider number: Date: Signature:

PLEASE SEND TO OFFICE@WESTVICSURGICAL.COM.AU | PHONE: 03 4706 1785 | FAX: +61 3 86694325
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