
Patient Details 
Name:  .................................................................................................................................................................................................................................................................................................................................

Address:  ............................................................................................................................................................................................................................................................................................................................

Date of Birth:  ................................................................................................................................... Telephone:............................................................................................................................................

Medicare Number: ......................................................................................................................................................Ref: ...........................................................................Exp: .........................................

Health Fund: ......................................................................................................................................................................Membership No: ............................................................................................

Cardiac Investigation     Urgent       Routine

   Exercise Stress Echocardiogram    Echocardiogram 

   Holter Monitor    Event Monitor 

Clinical Details:  .........................................................................................................................................................................................................................................................................................................

.....................................................................................................................................................................................................................................................................................................................................................

.....................................................................................................................................................................................................................................................................................................................................................

.....................................................................................................................................................................................................................................................................................................................................................

.....................................................................................................................................................................................................................................................................................................................................................

.....................................................................................................................................................................................................................................................................................................................................................

.....................................................................................................................................................................................................................................................................................................................................................

.....................................................................................................................................................................................................................................................................................................................................................

.....................................................................................................................................................................................................................................................................................................................................................

Medications: ..................................................................................................................................................................................................................................................................................................................

.....................................................................................................................................................................................................................................................................................................................................................

Referring Doctor Details

Name: ..................................................................................................................................................................................................................................................................................................................................

Dr Phone: .............................................................................................................................................. Dr Email:...............................................................................................................................................

Date: ............................................................................................................................................................ Provider No:  ...................................................................................................................................

Address:  ............................................................................................................................................................................................................................................................................................................................

Signature:  ............................................................................................................................................. CC:  ............................................................................................................................................................

   Maitland Private Hospital, 
Medical Centre 1, Level 1, 
Suite 5, 175 Chisholm Road, 
East Maitland NSW 2323

   Lingard Private Hospital 
Main Building, Level 1, 
23 Merewether Street, 
Merewether NSW 2291

   Charlestown Specialist Centre
43 Dickinson Street
Charlestown NSW 2290

T: 02 4918 0150
E: Lng.healtheheart@healthecare.com.au

Referrals via Medical Objects preferred.

Locations
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Inpatient Investigationti
Ward: ..............................................................

Bed Number: ..........................................

   At Healthe Heart 

   Or Bedside




