
  

EMR:  Referrals / Referral to Clinics  
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REFERRAL TO VICTORIAN MELANOMA SERVICE (VMS) TRIALS 
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      UR 
 

 
 
The VMS is one of Australia’s largest multidisciplinary treatment services for melanoma.  We focus on research programs 
that have a specific focus on prevention and early detection of melanoma.  The Alfred is the Victorian lead site for the 
Australian Cancer Research Foundation Centre of Excellence for Melanoma Imaging and Diagnosis (ACEMID).  
The Vectra 3D imaging machine enables collection of high quality image data that will enable improvements in the way we 
detect melanoma and manage patients at high risk of skin cancer. 
 

• Attach all relevant histopathology reports and investigations 

• Your patient will be contacted with appointment details 

 Enquiries: Research Nurse  T 9076 0816 E vmstrials@alfred.org.au 

Patient Details          *mandatory fields 

Family Name*  Given Name*  

Date of Birth*  Sex     Female  Male       Other 

Address  Telephone  

Medicare No  Reference No  Expiry  

Interpreter  Yes   No Language  

Aboriginal or Torres Strait Islander A drop down list is included 

Cultural considerations 

& special needs 
 

 

Contact Person  
Name  

Relationship  Telephone  

Reason for referral 
 
 
 
 

 
Relevant History: melanoma / BCC / SCC 
 
 
 
 
 
 
 

Outcomes requested 
 
Trial  Photography  Other 
 
 
 
 
 
 

Referrer Details Date of Referral  Provider No  

Name  Address 
 
 

Telephone  Email  

Fax  Copies to 
 
 

➔ Return referral to: vmstrials@alfred.org.au 
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