
COMPREHENSIVE GERIATRIC ASSESSMENT REFERRAL FORM

PATIENT DETAILS

Name:

Date of birth:

Address/Facility:

Suburb:

Postcode:

Telephone:

Medicare number:

No. on card:

Expiry date:

DVA number:

GERIATRICIAN

¨  Dr Yohanes Ariathianto, 252800FL

¨  Dr Alicea Kyoong, 206449BA

¨  A/Prof Kwang Lim, 065048DA

¨  Dr Rabin Sinnappu, 2460809X

¨  Other doctor:

¨  Next available Geriatrician

NEXT OF KIN

Name:

Relationship:

Contact number:

REFERRING DOCTOR

Name:

Address:

Suburb:

Provider number:

REASON FOR REFERRAL

  

  

  

SPECIFIC CONCERNS

¨  Cognitive impairment/behavioral changes

¨  Falls and balance

¨  Capacity assessment

¨  Functional/physical decline

¨  Pain management

¨  Medication review

¨  lncontinence

Melbourne Geriatricians

Hawthorn East Specialist Centre
790 Burwood Road

Hawthorn East, VIC 3123
Tel: (03) 9020 6188
Fax: (03) 9020 6189

Please attach a health summary and list of medications. Fax to (03) 9020 6189 or email to reception@hesc.com.au
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