Lung O REFERRAL FOR SPECIALIST CONSULTATION
Health

CLINIC /
REFERRING DOCTOR DETAILS / STAMP * Required Field
CHOICE OF DOCTORS * L] Professor Philip Thompson L] Dr Rajesh Thomas
L] Dr Weng Chin L] Mr Lucas Sanders
REFERRAL DURATION * [ 3 months [ 12 months [ Indefinite
PATIENT DETAILS
Name * 5d(/)rr|?mjyyyy / /
ADDRESS
Street *
Suburb * Post Code *
Imobie o home) Email
CLINICAL HISTORY/REASON FOR REFERRAL *
REFERRING DOCTOR/STAMP
Doctors Name *
Practice Name * Provider Number *
ADDRESS
Street *
Suburb * Post Code *
Telephone *
Email
Date of Request * / / Signature *
PLEASE ALSO ATTACH ANY DOCUMENTS OR FILES WHICH MAY RELATE TO THIS REFERRAL
Suite 49, 2nd Floor Hollywood Medical Centre — 85 Monash Avenue, Nedlands, WA 6009
Phone: (08) 6180 4360 | Fax:(08) 9389 7515 | Email: admin@lunghealth.net.au




