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OUTPATIENT CLINIC REFERRAL FORM

Copies available through www.rch.org.au/kidsconnect
Fax to 03 9345 5034

Please complete all sections of this form, preferably by typing. Your patient will receive a letter by mail with the details of their scheduled appointment. You will receive a letter from the RCH doctor that sees your patient. For all enquiries please telephone (03) 9345 6180.  Please call the RCH with an urgent referral.
Patient details

Surname:




Given names:






Date of birth:




Sex:   Male (      Female ( 


Address:












Preferred contact number: Mobile*


   (2) Other  


_______
Medicare number #:








Language spoken at home:




Interpreter required:   Yes (     No (
* Mobile number used to send SMS reminder before appointment. # Needed for RCH billing to Medicare.
Clinical details (Outpatient clinic info, pre-referral guidelines etc on Kids Connect)

Clinic required




      OR    (  RCH to determine appropriate clinic

Reason for referral / diagnosis:














































Relevant past history:















































Please include a list of current medications, any relevant pathology and imaging results with this referral. This information will assist us to appropriately triage your patient.

Referral duration:   ( 3 months
    ( 12 months
      ( Indefinite

( Other



Referring doctor details

Surname:





Given name:





[image: image1.png]Provider number:





Address:






Telephone number:





Fax number:











Doctor’s signature:





Date:







Preferred contact:  ( Telephone   ( Fax   ( Email:


   


 
Parent info factsheets www.rch.org.au/kidsinfo   Primary Care Liaison (Kids Connect) www.rch.org.au/kidsconnect
Practice stamp (if available)








Office use only

Date received
  Clinic
_____________________Triage
________________2007-08

