
 
 

REFERRAL 
FORM 

 
 

Tuggerah 

Suite 1/23-25 Anzac Road 

TUGGERAH 2259 

Facsimile Number: (02) 4353-
7799 

Platinum Building 

Suite 1:07/4 Ilya Avenue 

ERINA 2250 

Facsimile Number: (02) 4367-6593 

 

E-mail: mail@coastwideeyesurgery.com.au 
 

Dear Dr    

 

Patient Details: 
 

Name of patient: 
 
 

 

DOB:   
 

Gender: Male/Female    
 

Phone:    
 

Patient’s Address: 

  _ 
 

 

 

City:  Postcode:    
 
 
 

Duration of Referral: 12 months:  3 Months:  Indefinite:   
 
 

Presenting Problem: 
 

mailto:reception@coastwideeyesurgery.com.au


Patient Appointment: 
 

Day:  Date:  Time:    
 

Please contact our practice to ask about our fees as we are not a bulk-billing practice. 
 

Referrer Details: 
 

Referring Doctor: 

  Speciality:   
 
 

Phone:  Provider Number:    
 
 

Fax:    
 

Address:    
 

City:  Postcode:    
 

Signature:    
 

Date:    


