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Metro North Health Service District 

The Prince Charles Hospital OUTPATIENT REFERRAL FORM
==============================================================================

Refer to: TPCH MEDICAL SERVICE QHEALTH (TQ4032000SD)

Referral date: «dates»
Length of referral: 
Specialist name:
Specialty referred to: 
(Please complete the “specialist name” & “specialty referred to field” by using the GPpartners handbook) 

***For URGENT referral, please phone the Registrar on- call via switch***
Primary Reason for Referral / Provisional Diagnosis (including history, duration, treatments & outcomes): 

==============================================================================
Patient Details   Re: «patientfullname»
Surname: «surname»
Given name: «givennames»
Preferred name: «prefname»
Date of Birth: «dob»  

Age: «age»    

Sex: «sex»
Address:   

«address1» «address2»  «address3»
Postal Address (if different from above):    

Phone (Home): «phoneh» 

Phone (Work): «phonew»
Phone (Mobile): «phonem»
Alternate contact person: 
Relationship to Patient: 
Alternate contact person phone number: 
Indigenous Status: 

Australian South Seas Islander Status: 

Interpreter Required: 

Preferred Language: 
Medicare Number: «medicareno»
Patient Health Identifier: 
DVA Number: «dvano»
DVA Card Type: 
Occupation: «occupation»
Health Insurance Provider: «healthfund»
Health Insurance Number: «fundmember»
Workers Compensation claim: 

Workers Compensation claim number: 
==============================================================================
Patient Clinical Details
Medication List: 
Allergies/ Adverse Events (including medications / food / latex / environment eg grasses): 
Recent  Investigations: 

Smoking Status: 
Alcohol Consumption: 
==============================================================================
Patient Clinical History
Relevant Medical and Surgical History:  
Relevant Social History:

Relevant Family History:

==============================================================================
Referring Doctor Details
Doctor : «docname»
Provider No.: «docprov»
Doctor Address: «practicename»
«practiceaddr1» «practiceaddr2» «practiceaddr3»
Phone: «practicephone»
Fax:  «practicefax»
Patient’s Usual G.P. (if different from above):
Usual G.P. Provider No. (if different from above): 
==============================================================================
 Verification
Signed electronically: «docname»


Date: «dates»
==============================================================================

Metro North Health Service District - The Prince Charles Hospital  

Rode Road, Chermside, Qld 4032 Phone: (07) 3139 4207 Fax: (07) 3256 3470 or (07) 3139 5065

Sent via STS Secure electronic transfer to: TPCH MEDICAL SERVICE QHEALTH (TQ4032000SD)
RE: v2.2 110311

