

	

[image: ]Patient Name:  .........................................................................
Address: .................................................................................
Suburb:  ..................................................................................
Postcode: ……………… Telephone:  ...........................................
DOB: 	/_ 	/_ 	Sex:  .............................
Date of Referral…………………

         Geriatric Medicine Clinic Referral Form
Phone: 8345 7865
Email: CommunityGeriatrician@wh.org.au
Fax: 8345 6394

	Medicare No:                                                                                         DVA No (if applicable):

	Country of Birth:                                                                                   Aboriginal or Torres Strait Islander £ Yes £ No

	Primary language:                                                                                 Interpreter £ Yes £ No

	GP Details:                
GP Name: ................................................................................................... Provider Number: .............................................
Clinic Name: ...........................................................................................................................................................................
Address: .......................................................................................................Suburb: .....................................................
Postcode: ................................................ Ph: .....................................................Fax: ............................................................
Referrer Details:
Name: ..............................................................    Ph: ..................................             £As per GP Details above       


	GP Signature:                                                                                           Referral Date:


	Contact Person for Appointments:………………………………………………………. Ph:.......................................... Relationship:………………………………………………………………………


	Reason for referral:







	Please note: To assist with the Clinic assessment, please attach the following: 

	£ Yes   £ No  
	Current medication list attached 

	£ Yes   £ No    
	Current medical history attached

	£ Yes   £ No   £ N/A
	Recent hospital discharge summaries (other than Western Health)

	£ Yes   £ No   £ N/A
	Results of any investigations (including pathology) or other specialist reports 

	***Please include relevant investigations***
For cognitive assessment please include: 
- screening blood tests - FBE/U+E/LFTS/Ca/PO4/Mg, TSH, B12/folate and HIV/Syphilis
- CT Brain  
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