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Ngamai Wilam GP Medical Report & Tests

Patient Details

Patient Name: | |

Date of Birth: | |

Address: | |

Medicare Number: | |

Date Completed: | |

GP Details

GP Name: | |

Practice Name: | |

Address: | |

Phone: | |

Email: | |

Fax: | |

Health Summary (including allergies and intolerances)




Current Medications

Vital Signs

Heart Rate & BP (Lying): |

Heart Rate & BP (Standing): |

Temperature: |

Height: |

Most Recent Weight: |

BMI: |

Most Recent 3-Month Trend (BP / Weight / Notes)

Date BP Weight Notes




Investigations & ECG

Date of results must be within the previous 2 weeks
O FBC | |
O uec | |

Bicarbonate | |

O O

eGFR | |

Calcium

Magnesium

Phosphate

Thyroid Function Tests | |

Random Glucose Liver | |

OO0 O0a0

Function Tests | |

ECG
Normal m| Abnormal

GP Name: | |

Signature: | |

Date: | |

This information can be presented in whatever format is most convenient for you however we cannot proceed
with the referral unless all the information in the form is provided.


This information can be presented in whatever format is most convenient for you however we cannot proceed with the referral unless all the information in the form is provided.
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