	              THE ROYAL WOMEN’S HOSPITAL
              FAST FAX OUTPATIENT DEPARTMENT REFERRAL FORM
                   WOMEN’S HEALTH/GYNAECOLOGY
                    FAX: 8345 3036 (GP use only)
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Appointment details will be sent directly to the patient and the GP will be notified
For Pregnancy Advisory Service (if considering TOP) DO NOT fax - give referral to patient & ask to Ph: 8345 3063
	



Woman’s Details 
 
Referring Doctor Details/Stamp:
RWH UR (if known):

Name:
 
Date of Birth:____________Telephone: 

Address: 
 

   Post Code:                      
 
Medicare number: 
                
Interpreter Required: ( Yes, Language: 
   Aboriginal/Torres SI: (    
Reasons for Referral & Investigations All referrals will be triaged by a clinician to the appropriate clinic.
The appointment will be prioritised on information provided.
Please provide significant symptoms, signs, investigation results and any reasons that identify this woman in need of early hospital assessment. If there is insufficient information, triaging will be delayed. 
___________________________________________________________________________________________
Relevant Past Medical/Psychiatric/Genetic/Family History
___________________________________________________________________________________________
Medicines & Allergies
Investigations ordered (please attach all relevant results with referral to assist us to triage correctly and to maximize the benefit of the hospital appointment) 
(For direct booking of IUD insertion appointment required in first 2 weeks of cycle and require results of Chlamydia, Vaginal swab for M+C+Bacterial Vaginosis, up to date PAP smear. For change over of existing IUD in utero also need swab for Actinomyces)

FBE:  (      Ferritin:  (       MSU:  (        Swabs:  (        Tumour markers:  (   Details ________________________
Pelvic Ultrasound ordered:  ( 
Other Imaging:  (   Details _______________________________________________
Other: ______________________________________________________________________________________________
Last Pap Smear (date and results) ______________________________________________________________________ 
Signature & Date:[image: image13.jpg]the Womens

the royal women's hospital
victoria
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                                                         Please photocopy this form for your use                         Referral WH RWH: June 2010 version

