” BARWON HEALTH CARDIOLOGY

Barwon OUTPATIENT DIAGNOSTIC REFERRAL
Health
UR NG ittt
ALL DETAILS MUST BE ENTERED
Incomplete referrals wiII not be processed Name: ......................................................................
DOB: ..o
AdAress: .......ooiiniiiii
PATIENT DETAILS (Essential information) Complete or place Patient Identification Label here.

PHONENO: ..., .MOBILENO: ...
HEIGHT: ............ CM WEIGHT: ... KG
MOBILITY: [0 Independent O Aid required (please indicate aid tyPe) ...........ooiveeiii e

REFERRING DOCTOR

Name (Please print): «...coouneiiieiiiei SIGNATUTE: .o

Provider No: «...voevvniiiiiiis . Copy of report t0: «..vvcie DATE: ........ [ovoreiin. [oviii

EXAMINATION REQUIRED (Please tick all relevant boxes)

TRANSTHORACIC ECHO OTHER
O ROUTINE STUDY O ECG
[0 COMPLEX CONGENITAL STUDY [0 EXERCISE ECG (Treadmill)
[0 CLOZAPINE STUDY J HOLTER MONITOR (24hrs)
[0 SALINE BUBBLE STUDY (PFO /ASD) [0 EVENT MONITOR (6 days)
[0 CONTRAST STUDY (Cardiologist referral only) [J BLOOD PRESSURE MONITOR (24hrs)
[0 STRESSECHO O TILT TABLE
HISTORY/CLINICAL DETAILS:
Office use Only:
ASSESMENT PRIORITY
O category 1 [ category 2 O category 3 O category 3B
Date Received: .........coceoeiviiiniinnii. . DateTriaged: .......coovviniiiii Date Checked: ........oovvviiiiiii

Address: 3" Floor Kardinia House, Bellerine Street, Geelong
PO Box 281, Geelong, VIC, 3220
P: (03) 4215 1955 F:(03) 4215 1990 E:cardiology@barwonhealth.org.au






