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Q land (Affix patient identification label here)
ueensland Government
Queensland Health URN:

WIDE BAY HEALTH SERVICE Family Name:

Given Names:
MCGRATH BREAST CARE NURSE | pyiress:
REFERRAL FORM

Date of Birth: sex: [Im []F

Please complete all relevant sections and sign.
Fax referrals to: 41502819 or Telephone: 4150 2812 Mobile: 0400713508

Date of Referral / / Date of Surgery (if known) / /

Referral Origin: ] Public Hospital [] Private Hospital

Name of Hospital..............coocceiii i, Name of Unit.........oooiiiiiii e,
[ ] BreastScreen [] Self / Family / Carer

Diagnosis Confirmation: When diagnosis confirmed  ............ S [ovorennnn.

Where diagnosis CONfirMed .............oi i e e
Consultant..........cooiiii CUITENt GP ..
Patient aware of diagnosis? [JYES [] NO  If N0, detailS.........cc.ceeiuuriie it e e e
Patient aware of referral?  [[JYES [[] NO  If NO, detailS.........ccoccevviieieeiiiie e e e e e
Patient Contact Details: Home Phone Number.................c.cooo i Mobile.......ccoooiii i
Are contact details different during treatment? [JYES [ ] NO If Yes, Phone Number..................ccovvveeenenne...
o [0 | =17 PP
Interpreter Required?  [JYES [[INO [If YES, laNQUAGE..........ccuvrieeiiiiieeeeeee e e e s e ee s
Special Cultural Needs? [JYES [[INO IfYeS, detailS............ooivuriieuiieeieieiecececee e e e e
Does the patient live alone? []YES [INO 1fNO, detailS..........c.ccvoeiuuniiiiiieieeeeiee e e eee e e e
Name Of PErsoN ..........coeeiiii it e Relationship.... ..o
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REFERRING PERSON:
Signature Designation Date
Print Name Contact Number
Trial Version August 2009 MBCN1

Review November 2009

OO

1lvd

NHO4 Tvdd343d





