
Patient Services
Chris O’Brien Lifehouse

PO Box M33
Missenden Road

NSW 2050
Email: clinics@lh.org.au
Fax: +61 2 9383 1000
Ph: +61 2 8514 0000 

REFERRAL TO LIFEHOUSE
PATIENT DETAILS

Surname

Given Names

Gender      Male         Female

Date of Birth

Address

Contact Phone Number      Home          Work        Mobile

REFERRAL DETAILS

Lifehouse Clinician Name

Period of Referral

    3 Months

    12 Months

    Indefinite

Interpreter Required
    Yes       No

Language:

Reason for Referral

Relevant Past Medical History

Medications

    Medications list attached

Allergies

Investigation / Test Results included
(tick appropriate boxes and provide description)

    Pathology

    Radiology

    Histopathology

    Other

Referrer’s Name:							      Contact Phone Number:

Referrer Signature:						      Date:

Provider Number:
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