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Online GP Referral Form 

Patient Details: 

First Name: Last Name: 

Date of Birth: Contact Number: 

Residential Address:  Email Address: 

Medicare Information: Health Insurance:  

Reason for Referral: 

Relevant Medical History:    Current Medications: 

Referrer Details: 
Doctor’s Name: 

Provider Number:  

Practice Contact Number:  

Healthlink / Argus: 

Practice Address: 

Email Address: 

Doctor’s Signature:  ______________________________________________ 

Please sign and stamp before sending the referral through. 
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