
MR 50aiPage 1 of 1

Facility: 

D
o 

no
t r

ep
ro

du
ce

 b
y 

ph
ot

oc
op

yi
ng

.
A

ll 
cl

in
ic

al
 fo

rm
 c

re
at

io
n 

an
d 

am
en

dm
en

ts
 m

us
t b

e 
co

nd
uc

te
d 

th
ro

ug
h 

H
ea

lth
 In

fo
rm

at
io

n 
S

er
vi

ce
s.

00
10

4:
50

ai

v3
.0

0 
- 0

6/
20

17

Í
 *

È4
:5

0a
i}

Î
R

eferral to Toow
oom

ba H
ospital U

rology Service
D

o
 N

o
t 

W
ri

t
e

 in
 t

his


 b
indin




g
 mar




g
in

Referral to Toowoomba Hospital 
Urology Service

Patient address (including postcode):

Home phone:	 Mobile phone:	

Medicare eligible?	  Yes	  No	 Medicare no:		  Private Health Insurance?	  Yes	  No

Compensable status:	  3rd Party Ins.	  Personal injury	  Workcover (Q)	  DVA	  Other:

Interpreter required?	  Yes	  No	 Language:	

Date of referral:	 /	 /	 Duration of referral:	  3 months	  12 months	  Indefinite

Patient Referral Options	  Updated Referral

Please select from the list below the specialist you wish to refer your patient to. The cost of this consultation 
may be bulk-billed to Medicare Australia; if so, there will be no out-of-pocket expense for the patient. To improve 
efficiency and reduce waiting times, this named referral may be shared with other specialists. 

Referral Details
I have discussed the options for care with my patient and elect the following:

Toowoomba Hospital 
 Dr J Gleeson	  Dr H Yap	  Dr J Hempenstall	  Dr D Desai

Reason for referral: (include or attach any relevant supporting information to assist appropriate triage).

Provisional diagnosis / presenting condition

Relevant clinical history / examination

Allergies

Relevant investigations (please attach copies)

Medications

Referring Clinician (complete all fields clearly)

Name: Signature:
Practice address: Provider number:

Ph: Fax:

Email:

(Affix identification label here)

URN:

Family name:

Given names:

Address:

Date of birth:		  Sex:	  M	  F	  I
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