
	GP Referral

VSRF+ Urology
	
	Referral Date: 
GP Review Date:  
Feedback Requested:   FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No


	Referral to:

Name:      
Address:      
     
Phone:      
Fax:      
Email:      
	
	Referring General Practitioner (stamp):


Service requested

	     


Patient / client details
	Name:      
Date of Birth:     /      /    
Preferred name/s:      
Sex:
 FORMCHECKBOX 
  Male 
 FORMCHECKBOX 
  Female

Title:
 FORMCHECKBOX 
  Mr
 FORMCHECKBOX 
  Mrs
 FORMCHECKBOX 
  Ms
 FORMCHECKBOX 
  Miss
	
	Address:      
     
Phone:      
Work:      
Mobile:      
Email:      

	Alternative Contact:      

	Indigenous Status:


Reason for patient referral

	     


Other notes (eg current services)
	     


	Interpreter required:      
Preferred language is:      
Pension Card Number:      
	
	DVA Number:      
Insurance:      
Medicare Number:      


Consent to referral and sharing of relevant information:   FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No
Attach ‘Patient Consent Form’ if restrictions apply.

	Referring doctor:      
Patient name:      
Date:       /      /      
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	VSRF+ Urology
	
	


Clinical information

Warnings:

Allergies:

Current Medication:

	Drug name
	Ltd. elapse
	Strength
	Dose / frequency / special

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


	Social History:
     


	Past Medical History:

     


	Investigation / Test Results:

     


	Referring doctor:      
Patient name:      
Date:       /      /      
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	VSRF+ Urology


LUTS investigation / clinical examination checklist
DRE: 
 FORMCHECKBOX 
  Completed     
Urinalysis: 
 FORMCHECKBOX 
  Completed      FORMCHECKBOX 
  Ordered (Ensure patient brings results)
U & E / Cr: 
 FORMCHECKBOX 
  Completed      FORMCHECKBOX 
  Ordered (Ensure patient brings results)
PSA: 
 FORMCHECKBOX 
  Completed      FORMCHECKBOX 
  Ordered (Ensure patient brings results)
US urinary tract inc post void residual volume
 FORMCHECKBOX 
  Completed      FORMCHECKBOX 
  Ordered (Ensure patient brings results)
HAEMATURIA investigation / clinical examination checklist
MSU inc RBC morphology
 FORMCHECKBOX 
  Completed      FORMCHECKBOX 
  Ordered (Ensure patient brings results)
U & E / Cr / eGFR
 FORMCHECKBOX 
  Completed      FORMCHECKBOX 
  Ordered (Ensure patient brings results)
Urine cytology (if patient smoker or >50yrs) 
 FORMCHECKBOX 
  Completed      FORMCHECKBOX 
  Ordered (Ensure patient brings results)
Coagulation profile (if patient on anticoagg. Rx.) 
 FORMCHECKBOX 
  Completed      FORMCHECKBOX 
  Ordered (Ensure patient brings results)
If Microscopic hematuria: US urinary tract, KUB
 FORMCHECKBOX 
  Completed      FORMCHECKBOX 
  Ordered (Ensure patient brings results)
If Macroscopic hematuria: CT IVP

RENAL COLIC investigation / clinical examination checklist
FBE
 FORMCHECKBOX 
  Completed      FORMCHECKBOX 
  Ordered (Ensure patient brings results)
URE / Cr
 FORMCHECKBOX 
  Completed      FORMCHECKBOX 
  Ordered (Ensure patient brings results)
Ca++
 FORMCHECKBOX 
  Completed      FORMCHECKBOX 
  Ordered (Ensure patient brings results)
Urate
 FORMCHECKBOX 
  Completed      FORMCHECKBOX 
  Ordered (Ensure patient brings results)
MSU
 FORMCHECKBOX 
  Completed      FORMCHECKBOX 
  Ordered (Ensure patient brings results)
KUB AND
 FORMCHECKBOX 
  Completed      FORMCHECKBOX 
  Ordered (Ensure patient brings results)
CT non-contrast
both tests needed to diagnose and treat: 
confirm stone size, stone position, and likelihood of passing: 
<4mm – 90% pass, 4–6mm – 50% pass, >6mm – 10% pass

** Imaging – in order to dx and treat both KUB & CT reqd.

ABNORMAL PSA investigation / clinical examination checklist
DRE: 
 FORMCHECKBOX 
  Completed     
Note:

1.
Before referral confirm by rpt PSA test after 4–6 wks: instruct patient to avoid bike riding, intercourse and ejaculation for 48hrs before second test

2.
If initial PSA 2–10ug/L repeat PSA test should include free total ratio.

Recurrent Urinary Tract Infection investigation / clinical examination checklist
NB: Refer if Previous abnormal MSU (x 1 in males , x3 in females) 

USS urinary tract
 FORMCHECKBOX 
  Completed      FORMCHECKBOX 
  Ordered (Ensure patient brings results)
Fasting blood glucose
 FORMCHECKBOX 
  Completed      FORMCHECKBOX 
  Ordered (Ensure patient brings results)
Female Incontinence investigation / clinical examination checklist
MSU
 FORMCHECKBOX 
  Completed      FORMCHECKBOX 
  Ordered (Ensure patient brings results)
USS urinary tract
 FORMCHECKBOX 
  Completed      FORMCHECKBOX 
  Ordered (Ensure patient brings results)
U&E
 FORMCHECKBOX 
  Completed      FORMCHECKBOX 
  Ordered (Ensure patient brings results)
Male Genitalia investigation / clinical examination checklist
Testicular/scrotal USS
 FORMCHECKBOX 
  Completed      FORMCHECKBOX 
  Ordered (Ensure patient brings results)
	Referring doctor:      
Patient name:      
Date:       /      /      
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