
 

 

REFERRAL FORM 
 

Phone: 03 9790 0188 

Fax: 03 9790 0077 

Email: reception@mdcgastro.com.au  

Patient Details: 
 
Name: __________________  DOB:   __/__/____ 

Phone: __ ___ ___ ___ 

Patient Address: ____________________________ City: __________ Postcode: ________ 

Medicare Card Number: ________________ Ref: ___ Expiry Date: ______ 
 
 
Duration of Referral:       12 months        3 months       Indefinite 

Presenting Problem: 

 

 

Referring Doctor Details: 
 

Referring Doctor: _________________________________________ 

Speciality (if applicable):  ___________________________________ 

Provider Number:  ________________________________________ 

Clinic name: _____________________________________________ 

Clinic Address: ____________________________ City: __________ Postcode: ________ 

Phone: __ ____ ____          Fax: __ ____ ____ 

Signature: _________ 

 

 

Please ensure all fields are completed. If further information is required, one of our reception staff 
will be in contact with you. 
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