	Prince of Wales Hospital OUTPATIENT CLINIC REFERRAL TEMPLATE  

	REFERRAL/ APPOINTMENT-MAKING INSTRUCTIONS:

Where  corresponding fax or  phone number appears next to Clinicians name:
1. Where Fax option, fax  to: (02) 9382 0422 OR  post to:  OPD,  Level 2,  Campus Centre, Barker St, RANDWICK 2031

( Appointment will be made on receipt of the referral + notification to patient / GP  (10 day turnaround)
2. If phone option, patient to phone the number provided for appointment (or GP for urgent cases)
( Appointment will be made over the phone

	[image: image1.wmf]

	TO:

	SPECIALTY / CLINIC NAME / (DR) CLINICIAN (By name):

(Please  SELECT from the drop down menu /POWH Outpatient Department Database)

	FROM:

	REFERRAL SOURCE

Name:

Address:

Telephone:                                                 Fax:

E-mail Address:

Provider Number:                                       Signature:_________________________    Date of Referral: ___/____/____

	PATIENT DETAILS

	Has the patient previously attended Randwick Campus:        Yes  (      No  (         MRN:
Title:  Mr  (  Mrs  (  Miss  ( Ms  ( Other  (
Name:                                                                                       Male:                            Female:

Address:                                                                                   DOB:

Telephone: (H)                                        (W)                                           (Mb)

	Medicare Eligible:   Yes  (   No  (
Medicare Number:

DVA (if applicable): Yes  (   No  (                         DVA Number:                           Plan Type (colour):

WorkCover: Yes   (    No   (
Marital Status:  Married  (   Single   (    Defacto   (
Language Spoken:                                                Nominate Language/Dialect:                            Interpreter Required:    Yes  (   No   (

	CARER DETAILS:                                                                           (Wherever possible for Cognitive Disorders Clinic/Consent provided to contact Carer)

	Name:
Address:
Telephone:  (H)                                      (W)                                            (Mb) 

	REASON FOR REFERRAL

	Length of Referral:

3 months (                      6 months (                     12 months (                    Indefinite (

	CLINICAL URGENCY 

	Earliest available appointment as per specialty clinic review.

	PAST HISTORY

	

	CURRENT MEDICATIONS 

	 Attached   Yes     (            No   ( 

	RECENT INVESTIGATIONS

	Attached    Yes     (            No   (


	OFFICE USE ONLY

	DATE REFERRAL RECEIVED:
	

	DATE REFERRAL ENTERED INTO iPM WAIT LIST:
	

	ENTERED BY:
	

	REVIEWED BY:

MEDICAL  (               NURSING  (

	SIGNATURE:
	

	DATE:
	

	1st AVAILABLE APPOINTMENT
	

	TRIAGE URGENCY:

1 (                       2 (                      3 (                       4 (                         5 (
[1 week]             [2-4 weeks]           [4-6 weeks]           [>6 weeks]            [Other – Please specify]

COMMENTS:

	

	

	

	

	EARLIEST APPOINTMENT:
	

	TIMEFRAME:
	

	DATE APPOINTMENT SCHEDULED:
	

	DATE APPOINTMENT ENTERED INTO iPM: 
	

	ENTERED BY:
	

	DATE LETTERS SENT TO GP AND PATIENT:
	


