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Oncology Consultation Referral Form

Please select the medical oncologist you are referring to:
☐ Dr Andrew Hill	☐ Dr Mohammed Islam		☐ Dr David Martin
☐ Dr Suzanne Allan	☐ Dr Pawan Bajaj


Please provide patient details:
Name:  ___________________________________________________________________________
Date of Birth (dd/mm/yyyy): __________________________        Sex:    ☐ Male	☐ Female
Address: __________________________________________________________________________
Home phone: ___________________________ Mobile phone:  _____________________________
Email address: _______________________________________
Medicare number: ________________________       Ref No: ___________  Expiry: ______________
Pension number: _________________________
DVA number: ____________________________        DVA Card Colour: ________________________
Private Health Fund: _______________________       Membership No: _________________________
Reason for referral: __________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________


Relevant investigations/attachments
The tests identified below are to be completed and results forwarded with the referral (tick the relevant boxes)
☐ Relevant blood results		☐ Surgery/procedure notes	
☐ Histopathology reports		☐ Diagnostic imaging
☐ Other: __________________________________________________________________________
☐ Comments: ______________________________________________________________________


Referring doctor details:
Doctor’s name: ___________________________________ Provider number: __________________
Referring Clinic or Hospital: _________________________ Contact number: ___________________
Date of referral (dd/mm/yyyy): ______________________ Signature: _________________________



Relevant clinical information:
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________



Current Medications: 
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________

Referral Checklist:
1. Completed Referral Form
2. Attached relevant results/reports
3. Fax referral to (07) 5531 4815 or email to reception@tasmanhealthcare.com.au
4. Call for an appointment on (07) 56132480
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