
PROFESSOR GREG BAIN 
REFERRAL FORM (5/2020) 
 
 
 
PATIENT DETAILS: 
 
SURNAME: _______________________ FIRST NAME:  _______________________ 
 
Mr / Mrs / Miss / Ms / Dr / Other __________ PREFERRED NAME: ________________________ 
 
DATE OF BIRTH: ______________________________ 
 
POSTAL ADDRESS:  ____________________________________________________________________________ 
 
SUBURB:  ____________________________________________  POSTCODE: ___________________ 
 
PHONE:  Mob: ______________________  Hm: __________________  Wk: ____________________ 
 
 
 
PRESENTING PROBLEM: 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 
 
THE PATIENT HAS / HAS NOT HAD:  XRAY  /  CT  /  MRI  /  US /  NCS 
 
 
REFERRER DETALS: 
 
REFERRING DOCTOR: ______________________________________________________________________ 
 
SPECIALTY: _______________________________  PROVIDER NUMBER: ________________ 
 
DURATION OF REFERRAL:  3 MONTHS  /  12 MONTHS  /  INDEFINITE 
 
PHONE: __________________________  FAX: _______________________ 
 
ADDRESS:  ________________________________________________________________________________ 
 
SUBURB:  ____________________________________________  POSTCODE: ___________________ 
 
 
SIGNATURE: _______________________________________  DATE: _______________________________ 
 
PROVIDER’S STAMP IF APPLICABLE: 
 

 


