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PATIENT REFERRAL  

PATIENT DET AILS  
Name 
  
Address 
  
Telephone 
  

Date of Birth 
  

☐ Insured: Fund Name________________    ☐ Uninsured  

REASON FOR REFERRAL  

☐ Paediatric ENT Assessment ☐ Snoring / OSA 

☐ Nasal Obstruction ☐ Neck / Parotid / Thyroid Lump 

☐ Tonsilitis ☐ Sinusitis / Nasal Polyps 

☐ Hearing loss / Glue Ear / Grommets ☐ Allergic Rhinitis/ Chronic Sinusitis 

☐ Recurrent Ear infection / Grommets ☐ Deviated Nasal Septum 

☐ Ear Drum Perforation/ Myringoplasty  ☐ Hoarse Voice / Vocal Cord assessment 

CLINICAL DETAILS  

  
  

Appointment:    

☐ Urgent     ☐ ASAP     ☐ Routine 

REFERRING DOCTOR  
Doctor Name 
  

Provider No. 
  

Practice Address 
  
Signature 
  

Date 
  

Copy of Report To 
  

 


