Victorian Statewide Referral Form
General Practice version Feb 2006


	GP Referral

	
	Referral Date: Thursday, 23 February 2006
GP Review Date: 
Feedback Requested:  Yes


	Referral to:
Dr. Mary Bloggs

72 Wickham St.
Demotown  NSW  1234

Phone: 9345 7893    Fax: 9237 8764

Email: mbloggs@md.com.au

Service requested: 


	
	Referring General Practitioner:

Dr. A. Practitioner 

Terry's Triage

123 Main Street
Bigtown  VIC  3333
Phone: 9876 5432   Fax: 9876 4321
Email: terry@isemdgp.org.au
Provider No.: 610234A



 ---------------------------------------------------------------------------------------------------------------------------------
	Consumer details:
Name:
David Anderson
Date of Birth:
4/01/1955

Preferred Name/s:
David

Sex:
Male

Title:
Mr

	
	Contact Address:
Mr David Anderson


61 Wallace St


Melbourne  VIC    3000

Phone:
9456 2345

Work:
9123 3456

Mobile:


Email:


Alternative Contact: 




 ---------------------------------------------------------------------------------------------------------------------------------
Reason for patient referral: 

Lorem ipsum dolor sit amet, consectetuer adipiscing elit, sed diam nonummy nibh euismod tincidunt ut laoreet dolore magna aliquam erat volutpat. Ut wisi enim ad minim veniam, quis nostrud exerci tation ullamcorper suscipit lobortis nisl ut aliquip ex ea commodo consequat.
 ---------------------------------------------------------------------------------------------------------------------------------
Other Notes (eg Current services ): Nil
	Interpreter required: 1 - Interpreter not needed
	
	DVA Number: 

	Preferred language is: 
	
	Insurance: 

	Pension Card Number: 
	
	Medicare Number: 4133 40027 1 / 5


Consent to referral and sharing of relevant information:    Yes
_____________________________________

Dr. A. Practitioner

Clinical Information:

David Anderson DOB:  4/01/1955
Warnings: None recorded.
Allergies: SULFONYLUREAS (ENDOCRINE) 

Current Medication:

	Drug Name
	Ltd. Elapse
	Strength
	Dose/Freq./Special

	AROPAX Tablet
	
	20mg
	1 mane

	CELESTONE-M Cream
	
	0.02%
	1 mane

	IMIGRAN Tablet
	
	50mg
	1 tablet swallowed whole. Max dose 6 tablets/24hrs

	OMEPRAZOLE MAGNESIUM Tablet
	
	10mg
	2 nocte Before Bed

	ORUDIS SR Capsule
	
	200mg
	1 mane

	PETHIDINE HCl Injection
	
	100mg/2mL
	1

	POLY-TEARS Eye Drops
	
	0.3%-0.1%
	1 mane


Social History:  
Past Medical History: 

Active:
	Date
	Condition -- Comment

	1999
	MIGRAINE

	2002
	FRACTURE - TOE

	2004
	MIGRAINE


Inactive:
	Date
	Condition -- Comment

	
	GLUTEN ENTEROPATHY

	2000
	ECZEMA


 ---------------------------------------------------------------------------------------------------------------------------------
Progress Notes: 

Monday February 20 2006    17:31:02

Dr. A. Practitioner

Actions:
Letter Created - re. test_01.

~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

Investigation Results:

Start Patient  :      ANDERSON,DAVID

61 WALLACE STREET, DEMOTOWN 1234

Birthdate: 02/07/1956    Age: Y42    Sex: M

Your Reference :      ZZZZZZZ01

Lab Reference  :      301-620995

Medicare Number:      4045063513

Phone Enquiries:      Dr M Robinson                    07-3778666

Referred by....:      Dr Linda Wills

Copy to....:      Dr A Practitioner

Addressee....:      Dr A Practitioner

Requested: 20/10/1999

Performed: 20/10/1999

Test name: MODIFIED RAST                           

PATHOLOGY REPORTS     05                                    

                     ALLERGEN SPECIFIC IgE (MODIFIED RAST)

     COUCH/BERMUDA GRASS                                          CLASS 0

     PERENNIAL RYE GRASS                                          CLASS 0

     JOHNSON/SORGHUM                                              CLASS 0

     BAHIA/PASPALUM                                               CLASS 0

~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~
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