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URN: 
Family Name: 
Given Names: 
Address:
Date of Birth:                                                Sex:           M            F
Telephone:
 
INDIGENOUS HEALTH HOSPITAL REFERRAL
MN059
MR 61452
V1.00 - 09/2017
00201:61452
FORMS SHOULD BE FORWARDED TO INDIGENOUS HOSPITAL SERVICES 
 RBWH Phone: 3646 5612   Fax: 3646 2284                           TPCH Phone: 3139 6429   Fax: 5433 8730
Email:
or
 Referral Details 
 Patient Information
 Consent given to contact:  
 Support Required
 Does the patient have an appointment letter? 
 Is the patient PTSS approved? 
 Has PTSS application form been submitted? 
 Has the patient been provided a Cabcharge/E-ticket?
 Travel (please attach itinerary)
 Please advise patients/escorts to wait at designated area for pickup. 
 Accommodation
    
 Additional Information/Comments
 Any additional information that will assist us in supporting our consumers is much appreciated.
Supported by the MNHHS Aboriginal and Torres Strait Islander Health Unit. 
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