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REFERRAL FORM FOR ENDOSCOPY 
 

Patient Details: 

Email Address: ______________________________________________________________________________ 

Contact Number: ____________________________________________________________________________ 

Insurance Company: __________________________________________________________________________ 

 

Preferred Endoscopist: 

 

Gastroscopy:  

       Anaemia                          Bleeding                         Dyspepsia 

       Dysphagia                             Reflux                             Other 

Colonoscopy:  

       Abdominal Pain                     Altered Bowel Habit                      

       Family History                        Other 

       Polyps                                      Positive iFOBT 

       Surveillance (IBD/CA)            Unexplained Bleeding 

Clinical Indications:  

____________________________________________________________________________________________ 

____________________________________________________________________________________________ 

____________________________________________________________________________________________ 

Relevant Medical History/Medications:  

___________________________________________________________________________________________ 

____________________________________________________________________________________________ 

____________________________________________________________________________________________ 

Referrer Details: 

Referrer Name: _______________________________________________________________________________ 

Email Address:________________________________________________________________________________ 

Contact Number: ______________________________________________________________________________ 

Date: _______________________________________________________________________________________ 

  


