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REFERRAL FORM

Patient Details

Mr/ Mrs/ Miss/ Ms (Surname)

First Name Middle Name

Patient Phone Number DOB

Examination Requested

D X-Rays D Ultrasound

DETAILS:

CLINICAL HISTORY:

Report

|:| ) |:| HEALTHLINK |:| EMAIL |:| FAX

D PHONE COPIESTO

Billing Instruction

D Private D DVA D Worker’s comp D MVA D Bulk Bill

Referring Doctor’s Details

Doctor’s Signature: Date:




REFERRAL FORM

Patient to Complete

Mr/ Mrs/ Miss/ Ms (Surname): DOB

First Name: Middle Name:

Address:

Patient Phone Number: Post Code:

Tel (Home): Mobile:

Medicare No: Ref: Exp. Date:
DVA [] NO: Pensioner  [] Hce [
Motor Vehicle Insurance claim YES/NO: Date of Accident:

Workers Comp claim YES/NO:

Name and address of Employer

Name of Insuarance Company:

| authorise Roselea Imaging Service to divulge a copy of my report to my employer or their insurance
company. In the event my claim is rejected, | accept liability for the account in full.

Signature: Date:

RADIOGRAPHER / SONOGRAPHERTO COMPLETE

Pt Name,Address + DOB Confirmed Y/N INITIAL
Verbal Consent Obtained Y/N INITIAL
Examination Side Checked Verified Y/N INITIAL
X - Rays Only
ANY CHANCE OF PREGNANCY Y/N
(Appropriate Radiation Shielding will be Used) in case of Uncertainty
LMP:

Do you consent to the examination Y/N

Signature: Date:
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