
Please wait... 
  
If this message is not eventually replaced by the proper contents of the document, your PDF 
viewer may not be able to display this type of document. 
  
You can upgrade to the latest version of Adobe Reader for Windows®, Mac, or Linux® by 
visiting  http://www.adobe.com/go/reader_download. 
  
For more assistance with Adobe Reader visit  http://www.adobe.com/go/acrreader. 
  
Windows is either a registered trademark or a trademark of Microsoft Corporation in the United States and/or other countries. Mac is a trademark 
of Apple Inc., registered in the United States and other countries. Linux is the registered trademark of Linus Torvalds in the U.S. and other 
countries.


..\..\Logos\Mater_Logo_Health_I_MONO.eps
..\13052019 to 17052019\F1828.eps
Binding margin - do not write. Do not reproduce by photocopying. All clinical form creation and amendments must be conducted through Health Informatics.
© Copyright Mater Misericordiae Limited. All rights reserved.
Page  of 
.\Mater Arrow 2016.jpg
10/19 Ver. 8.00 F1828
© Copyright Mater Misericordiae Limited. All rights reserved.
Page  of 
..\..\Logos\Mater_Logo_Health_I_MONO.eps
Binding margin - do not write. Do not reproduce by photocopying. All clinical form creation and amendments must be conducted through Health Informatics.
© Copyright Mater Misericordiae Limited. All rights reserved.
Page  of 
..\..\Logos\Mater_Logo_Health_I_MONO.eps
Binding margin - do not write. Do not reproduce by photocopying. All clinical form creation and amendments must be conducted through Health Informatics.
Patient details
Medicare eligible?
Please advise all patients to bring their Medicare card when presenting to the Mater. Medicare ineligible patients will incur a fee for appointments/ treatment provided which is payable on presentation. Insurance provider and policy number must be provided before bookings can be processed.
Private health insurance?
Is the patient of Aboriginal or Torres Strait Islander origin?
Will the baby identify as Aboriginal or Torres Strait Islander?
Interpreter required?
Is the patient of refugee background? 
Referral
This referral is for an initial consultation with a Doctor for the planning and co-ordination of care for this pregnancy. Women will be subsequently offered a choice of appropriate models of care. To improve efficiency and reduce waiting times, this named referral will be shared with other specialists. The consultation may be bulk-billed to Medicare Australia with NO out of pocket expenses for this patient.
Dear Dr Paul Bretz (Director, Mothers Babies and Women’s Health Services)
This patient is high risk and requires early assessment?
Allergies
Name of medication/ food/ other 
Description of previous reaction
Medication name
Strength
Dose
Medication name
Strength
Dose
Models of care 
I have discussed models of care and this woman would like:
GP Shared Care?
I have completed the MMH alignment program?
Midwifery care?
Midwifery Group Practice?
Relevant investigations (attach investigations or results)
Pathology Service Provider 
Pap smear or cervical screening?
Results?
Screening for fetal anomalies discussed?
Testing accepted?
Referral given?
First trimester HBA1c for BMI >30, previous GDM, maternal age >40, PCOS or previous macrosomic baby?
18/40 morphology ultrasound ordered?
FBC?
Rubella serology?
Urine M/C/S?
HIV?
Syphilis serology?
Blood group & antibody?
Hepatitis B serology?
Hepatitis C serology?
Referring Doctor's details (please complete all fields clearly or affix stamp)
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