MEDICARE CARD NUMBER PATHOLOGY REQUEST (03) 9288 2888

St. Vincent's Hospital (Melbourne) Ltd APA
t/a 5t. Vincent's Pathology (ABN 22 052 | [0 755)
Pathol oqy 41 Victoria Pde FITZROY 3065
pathologyfeedback@svhm.org.au

SEE OVER FOR COLLECTION CENTRES
=
PATIENT LAST NAME GIVEN NAMES SEX | DATE OF BIRTH Y YOUR REF:

ETEVV

FIS AS
800T/11

PATIENT ADDRESS TEL{HOME) TEL(BUS)
POSTCODE

TESTS REQUESTED
Fasting

Non Fasting

Pregnant

| Horm Therapy
LNMP

EDC
| Cervical Cytology
Site Cervix

CLINICAL NOTES
Vaginal Vault

Endometrium
| Other
Post Natal

Post Menopausal

[ RULE 3 EXEMPTION [ SD TICK | Radio Therapy

weco

URGENT ® PHONE W FAX ® BY TIME: DOCTOR'S SIGNATURE AND REQUEST DATE i il
PHONE/FAX No: normal Blee .u.rfg ]
PRIVATE ' CONCESSION ®  BULKBILL M X X A.Qma?r:a;_nsc; ;Z,,i: :
DVA (Repat) Number:

COPY REPORTS TO: | REQUESTING DOCTOR (PROVIDER NUMBER, INITIALS, SURNAME, ADDRESS) .

HOSPITAL/WARD

Patient Status at the time of the service or when the Specimen . PATIENT’S SIGNATURE AND DATE

was Collected Yos No
(a) Private Patient in a private hospital or approved

day hospital facility o a

{b) Private patient in a recognised hospital o o

o o

L S Y

MEDICARE ASSIGNMENT (Section 20A of the Health Insurance Act 1973)
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