St George Hospital Physiotherapy Service
Level 1 Prince William Wing

Cnr of Belgrave and Kensington Streets

KOGARAH NSW 2217

Ph 9113 2163 Fax 9113 3075
GP PHYSIOTHERAPY REFERRAL

Referring Doctor’s Details

Name:

Phone Number: Fax:

Address:

Email:

Preferred method for correspondence: [0 Post O Fax O Email

Patient’s Name:

Address:

Phone: Mobile:

Medicare No:

D.O.B.:
Date of Referral: .......cicivrrimimn i sss s s sasnnnes
Request for the following physiotherapy service:
O Hand Therapy O Paediatrics
O Plasters 0 Women'’s Health
O Outpatient Physiotherapy O Lymphoedema
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Reason for Referral:

Precautions or Restrictions:
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CONFIDENTIALITY NOTICE:
The information contained in this facsimile is intended for the named recipients only. It may contain privileged
confidential information. If you are not the intended recipient, you must not copy, distribute or disclose any details of the
facsimile to any person, firm or corporation. If you have received this facsimile in error, please notify us immediately. If
you are not the intended recipient of this email please notify the sender and return to them for redirection



