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Patient details

Relationship:

AdAreSS: .
Postcode
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Additional information

ViSa ClaSS: il

Country of birth Date of arrival in Australia: _________________.
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Interpreter required? Yes [ ] No [ ]

Case worker name:

Transport requirements:

Referral details

Reason for referral:

Diagnostics

Attached:
D Screening blood results
D Immunisation records

D Other investigations
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Past medical history

Medications

Allergies

Family relationships

Other parent/carer

Compassion

Excellence
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Phore: | Moabile: . Fax:
Email .
Signature: Date:

For medical professionals

If you are a medical professional (GP or from the Humanitarian Entrant Health Service), please
send all outpatient referrals to CRS using one of the following options:

e Fax: 1300 365 056
e Post: GPO Box 2566, St George’s Terrace, WA 6831
e Secure Messaging: MMEX or HealthLink Secure Messaging: crefserv

For non-medical professionals

If you are a referrer from a school, a community nurse/psychologist, case worker or IHMS services,
please submit this form directly to the PCH Referral Office by clicking below or email directly with
attachments.

Submit form to PCH Referral office

Email

PCH.referrals@health.wa.gov.au
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