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Patient Referral, Vascular Clinic 

SECTION 1: Patient Details 
Name: ____________________________________________________ Previous Surname/s: ________________________ 

Address: _______________________________________________________________________________________________ 

Date of Birth: _____/_____/_________ Phone: ____________________ Medicare No: _____________________________ 

Person of Contact: ________________________ Relationship: _______________________ Phone:______________________                                                    

Is patient of Aboriginal or Torres Strait Islander Origin?   

 Yes, Aboriginal  Yes, Torres Strait Islander  Yes, both Aboriginal & Torres Strait Islander 

 No   Prefer not to answer  

Is an interpreter required?  Yes  No Language: ______________________                                                    
 

SECTION 2: Clinic Referral 

 Dr Arvind Lee  Dr Hamid Hajian  Dr Keagan Werner-Gibbons  General Clinic (available practitioner/registrar) 
Date of referral: _____/_____/_________ 

Is an indefinite referral:  No  Yes (Note: New referral must be completed if patient’s condition changes) 
 

SECTION 3: Referring Doctor 

Referring Doctor: 
Name/Provider Number:  __________________________________________________________________________________ 

Practice/Position: ________________________________________________________________________________________ 

Date: ____/____/________ Signature:  ____________________________________________ 

Phone: _________________________________________ Fax:__________________________________________________ 
 

SECTION 4: Medical History 

You must specify presenting problem below and attach all relevant medical history, pathology and scanning to this referral:   

_______________________________________________________________________________________________________ 

_______________________________________________________________________________________________________ 

_______________________________________________________________________________________________________ 

_______________________________________________________________________________________________________ 

_______________________________________________________________________________________________________ 

_______________________________________________________________________________________________________ 

_______________________________________________________________________________________________________ 
 

SECTION 5: Triage (HOSPITAL USE ONLY) 

To See:  Dr Arvind Lee  Dr Hamid Hajian  Dr Keagan Werner-Gibbons 

Category:  1 (<30 days)  2 (<90 days)  3 (<365 days) 

  Not accepted – does not meet criteria  

Comments: __________________________________________________________________________________________ 

Referral triaged: ____/____/________ Name: ____________________________________________ 

Designation: _______________________________________ Signature: _________________________________________ 
 


