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Referring Doctor: __________________			Provider No.: ____________
Doctor signature: __________________			Date of Referral:__________
Contact/Practice details:_________________________________________________


Thank you for referring this patient for ante/postnatal care. Should there be any additional concerns with this patient, further consultation will be undertaken by our endorsed midwives with the referring doctor or an obstetrician in which we have a collaborative agreement with. 
Reason for Referral: 
¨    Antenatal education/support
¨ Postnatal Midwifery support (up to 6 weeks post birth) 
Client Full Name:_____________________________________________________
Client DOB: _______________________________
Medicare No: ______________________________	        Ref No: ___________	         Expiry: ____________
Client Home Address: ___________________________________________________________________________
Client Phone No: ________________________________
Clinical Details: _____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
CLINICAL REFERRAL 

This document needs to be completed by a GP or Obstetrician for Medicare rebates to apply. You can email or present in person. 
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