                                                                          Heart Care WA
                                                                       Suite 3

                                                                                                    140 Mounts Bay Road
                                                                                          Perth WA 6000 

                                                                                            Ph 08 9480 3000
                                                                                                      Fax 08 9321 1012
NAME: «patientfullname»
DOB: «dob» 
SEX: «sex»
ADDRESS: «address1» «address2» «address3»:      
PHONE - HOME: «phoneh» PHONE – MOBILE: «phonem»
MEDICARE NUMBER: «medicarenoandsubnumerate»
_____________________________________________________________________
Examination Requested – Select and Enter Number: 
	 1. 2-D/Doppler Echocardiography: 


	 6. Ambulatory Blood Pressure Monitor: 

     (This test is not covered by Medicare)

     

	 2. Stress Echocardiography: 


	 7. Resting ECG. 

	 3. Exercise Test: 

             Bicycle    

             Treadmill  

	 8. Transoesophageal Echo (TOE): 

      (Can be performed after discussion with Cardiologist)



	 4. Holter Monitor: 
	 9. Cardiology Consultation


	 5. Patient Activated Recorder: 

     (only to be performed after a previous

     Holter Monitor test)




_____________________________________________________________________​​​​​
Clinical question being asked? 

     
Clinical Details/Medication: 
     

 FORMTEXT 
     
Urgent Result :  

Phone:


 Fax: _____________________________________________________________________ 

Referring Doctor: «docname»


Provider Number: «docprov»
Referring Doctor's Signature: _________________________                         
Date: «datel»
«sitename»
«siteaddr1»
«siteaddr2»
«siteaddr3»






Phone: «sitephone» Fax: «sitefax»
Copy of Report to: _____________________________________________________________________
Billing Option:

	Private
	Veteran
	Healthcare/Medicare
	Pensioner

	
	
	
	


	Booking Instructions:
	Date:
	Time:




