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THE ROYAL HOSPITAL FOR WOMEN

GYNAECOLOGY OUTPATIENTS DEPARTMENT REFERRAL FORM

GPs to return by FAX on 02 9382 6246 

                                     All referrals are triaged prior to appointment details being sent directly to the
            patient within 10 working days from receiving this referral form.
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(Menopause

(Endo-Gynaecology

(Chronic Pelvic Pain
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Reasons for Referral & Investigation

Please provide significant symptoms, signs, investigation results and any reasons that identity a need for early hospital assessment. If there is insufficient information, triaging will be delayed.
________________________________________________________________________________________________________________________________________________________________________________________

Investigations ordered: (please attach all relevant results to assist us to triage correctly)

Pathology(
Ultrasound(
Other Imaging(    Details:______________________________________
_______________________________________________Other:_______________________________

Does the patient have any Special Needs i.e. Obesity or wheelchair… Details:_____________________________________________________________________________
PATIENT DETAILS

Surname:_________________________
First Name:____________________________________

DOB:___________ Contact number:__________________ Medicare number:___________________

Address:___________________________________________________________________________

Country of Birth:________________ Interpreter Required (Yes – Language_____________________

REFERRING DOCTORS DETAILS/STAMP:
Name:___________________________
Provider Number:__________________

Practise address:___________________________

_________________________________________

_________________________________________
