
Referral form v.1.0 Jun 2018 

  
 

  Cardiology Request Form 
 

PATIENT DETAILS 
Name:   

Address: 
 

Date of Birth:  Contact Number: (                ) 

Priority Booking (please call) :   
 
 

SERVICES REQUESTED                                                        (Tick one or more) 
 Transthoracic Echocardiography  Stress Echocardiography 

 Stress ECG  Holter  Consultation 
 
  

CLINICAL HISTORY      

 
 
  

REFERRED BY  
Referral doctor:  

Contact No: (      ) Provider No:  
Address:  

Signed:  Date:  
 

Please fax to (02) 8068 9190 
**Bulk-billed services available on request** 

 http://www.sydneyheartspecialists.com  

 
 

80-84 Blaxland Road 
Ryde, NSW 2112 

Provider number: 248896EA 
Tel: 0403 331 488 

Fax: (02) 8068 9190 
 

 

Dr CLEMENT C M WONG  
BSc(Med) MBBS (Hons.) MMedSc(Clin.Epid) FRACP  
INTERVENTIONAL CARDIOLOGIST  
  
  
 

 
 
 


