
Appointment Date & Time: Location: R e f e r r a l

P a t i e n t D e t a i l s

Name: Date of Birth:

Address: Telephone:
M e d No:

Referral/Request(s) for: Clinical N o t e s

Referring Doctor Details:
Specialty Clinics (Tick if applicable)
O General Cardiology Clinic O AF & Arrhythmia Clinic
• Rapid Access Chest Pain Clinic • P a c e m a k e r Clinic

• Hypertension Clinic • Heart Failure Clinic

• CV Risk Assessment Clinic (+/- CTCA) O Advanced Lipid Clinic
C o p i e s to:

Signature:
Date:

Cardiology Referral & Diagnostics (*Please ensure MBS criteria is met for Medicare rebate)
• C o n s u l t a t i o n & E C G
• E c h o c a r d i o g r a m
• Exercise Stress Echocardiogram with Baseline Echo*

• W i t h c o n s u l t a t i o n

O Angina: Constricting discomfort OR exertional symptoms OR relieved by rest/GTN
O SOBOE: Undue exertional dyspnoea
O ECG changes: Consistent with ischaemia, in a patient without known CAD
• Known CAD: New or worsening symptoms
• Moderate disease: Indeterminate lesion on CTCA/angiogram
• Pre-op assessment with history of IHD/CVA/CCF/DM on insulin/serum Cr > 170

• Holter Monitoring (24 Hour)*
• Palpitations (more than once a week), dizziness, pre-syncope or syncope
• Asymptomatic arrhythmia suspected (more than once a week)
• Surveillance following cardiac surgical procedures with risk of causing dysrhythmia

O 24 Hour Blood Pressure Monitoring

Cardiac CT (*Please ensure MBS criteria is m e t for Medicare rebate)

• C a l c i u m S c o r e

• CTCA - with bulk billed consul ta t ion
• C C A - specialist referral*

O Stable or acute symptoms consistent with ischaemia, low to intermediate risk
• Exclusion of coronary artery anomaly
• Pre non-coronary cardiac surgery to exclude CAD)

CT Scan (Genera l )

• Examination Required:
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E m a i l : c o n t a c t @ h o m . c o m . a u




