
 

 

Referral Form 
Patient Details 

Patient name: ………………………………………………………………………………  Date of Birth: ………………............... 

Address: …………………………………………………………………………………………………………………………………………….. 

                 …………………………………………………………………………………………………………………………………………….. 

Phone: ………………………………………  Email: ……………………..……………………………………………………………………. 

Clinical History 

 

 

 
 
 

Investigations requested 

Paediatric Cardiology Consultation ⃝ 

Paediatric Echocardiography ⃝ 

ECG ⃝ 

24 Holter Monitor ⃝ 

24 Hour Blood Pressure Monitoring ⃝ 

Exercise Stress Test ⃝ 

Fetal Cardiology Consultation ⃝ 

Fetal Echocardiography  ⃝

Requesting Doctor Details 

Referring Dr: ………………………………………………………………….. Provider No: .…………………………………………… 

Phone: ……………………………………………..………………..…. Fax: ….……..……………………………………………………….. 

Address: …………………………………………………………………………………………………………………………………………….. 

                 …………………………………………………………………………………………………………………………………………….. 

Signature: ………………………………………………………………………………….. Date: ……………………………………………. 

Location 

Paediatric & Fetal referrals 

 18/255 Drummond Street (Carlton Clocktower) 
 Carlton  VIC  3053 
 Phone: 03 9347 2000 
 Fax: 03 9347 2001

 

Fax to 03 9347 2001 or Email to: info@paediatriccardiology.com.au 


