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IBIEEE IS (o0 the OR code Mr Jack McDonald
P t h t ;r':ﬂ"-ﬁ to request an Maxillofacial Prosthetist
ros e Ic ERAT appointment Ph: 0477 901229

CONSULTANTS | b, R s Fax: 03 9957 8159

- REFERRAL & REQUEST OF PROSTHESES

PATIENT DETAILS:

Name: DOB: Telephone:
REFERRALFOR: [] eye [] Ear ] Finger [] nose  [] orbit
REQUEST FOR:

I:I New Prosthesis I:I Replacement of Existing Prosthesis D Routine Check-Up & Polish D Adjustment / Discomfort Review

PATIENT BACKGROUND & CLINICAL NOTES:

REFERRER DETAILS:

Referring Practitioner: Clinic/Practice:
Provider Number: Telephone: Email:
Waterloo Westmead

C1, 30 - 36 O'Dea Avenue, Shop 1/ 35 Darcy Road, . .
Waterloo NSW 2017 Westmead NSW 2145 e 1300713163 @ clinic@ocularist.com.au
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