Metro North Hospital & Health Service Central Patient Intake

PAEDIATRIC REFERRAL FORM

CPI, Aspley Community Health Centre, 776 Zillmere Road, Aspley, QLD, 4034

Phone 1300 364 938    Fax: 1300 364 952

Information and resources are available at: http://www.health.qld.gov.au/metronorth/refer/
Please direct an acutely unwell patient to the Emergency Department
Secure electronic transfer to: Metro North Central Patient Intake (MQ40290004P)
==============================================================================

Specialty referred to:

Named referral (if different from above):  

Referral date: «dates»
Length of referral: 
Referrals are shared with other specialists to ensure patients are seen as quickly as possible
==============================================================================

Patient Details   
Re:   «patientfullname»
Preferred name: «prefname»
DOB: «dob»
Age: «age»
Sex: «sex»
Address: «street1» «street2» «suburb»  «state» «postcode»
Patient Home Phone: «phoneh»
Parent/Guardian/Agency name: 

Relationship to patient: 

Parent/Guardian/Agency mobile or contact number: 

Postal Address (if different from above):    

Medicare Number: «medicareno»
Expiry Date: «medicareexp»
Aboriginal or Torres Strait Islander origin: 
Interpreter Required: 
If yes, what is the preferred language: 
==============================================================================
Primary Reason for Referral
<<Primary reason for referral>>
Detailed history or comments:

==============================================================================
Patient History
Relevant Medical and Surgical History: 

«printclinicalhistory»
Medication List: 
Allergies/ Adverse Events (including medications / food / latex / environment eg grasses): 
Immunisation Status: 
Relevant Family History:  
What additional documents have been faxed or sent: 

Recent Investigations: 
==============================================================================

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):
Is anyone else involved in the care of the patient?: 

Verification

Signed electronically: «docname»
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==============================================================================
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