
Dear Doctor,

Dr Theo Birch
PLASTIC & RECONSTRUCTIVE SURGEON

REFERRAL

PERSONAL DETAILS

REFERRING PRACTITIONER’S DETAILS

Injury/Diagnoses:   

Patient Name:  

Address:  

D.O.B:  

Contact:  

Pt Hx/ Current Medications:   

Private             Workcover             Uninsured             DVA     

Anticoagulated:  Yes     No     Please specify:  

Scans:  Yes     No     Please specify:  

Fasted since:  

Allergies:   

0402 305 954

Suite 2.02, Mater Private Clinic, 550 Stanley St,  
SOUTH BRISBANE Q 4101

e reception@psqld.com  |  p (07) 3844 6069  |  f (07) 3904 2029

Practitioner:  

Provider No.:  

Address:  

Contact:  
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