
Patient referral form

Referrers Name:*	

Address:*	

	

Phone:*	  Fax:*	

Email:*		

Patient Name:*	

DOB:*	   NHI: 	

Residential Address:*	

 	

Postal Address (if different from above):*	

 	

Preferred Phone Number:*	

Email: 	

New Zealand Resident:*   Yes    No

GP Details (if not the referrer): 	

 	

Insurance:*   Yes    No    Unknown

Provider: 	

Clinical Summary:* 	

	

	

	

	

	

	

	

*Required FieldPlease Fax to: 09 638 7295

Forms included:*

 Radiology Report/s	  Other Relevant Correspondence	  Not Applicable

 Pathology/Histology Reports	  Required fields


