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REFERRAL FORM 
Patient Information  
Name of Patient: ____________________________________________________________________ 

Parent’s Name (if child is under 18 years of age) ___________________________________________ 

Patient Address: ____________________________________________________________________ 

City: ____________________________________________ Postcode: _________________________  

DOB: ________________________________ 

Phone Number: ___________________________________ Email: ____________________________ 

Medicare Number: ________________________________ 

Private Health Fund Details: __________________________________________________________ 

Duration of Referral:   3 Months  /  12 Months  /  Indefinite    (please circle)  

Please contact UroMed to make an appointment after your doctor has completed your referral.   

Referring GP Information 
Name of GP: _______________________________________________________________________ 

GP Address: ________________________________________________________________________ 

City: ____________________________________________ Postcode: _________________________ 

Phone Number: ___________________________________ Email: ____________________________ 

Provider Number: ________________________________ 

 

GP Signature: _________________________________________ 

Reason for referral / Clinical summary: 

Date


