
Indication for Referral: 

Prolapse ☐ Menstrual Disorders  ☐

Incontinence  ☐ Menopausal symptoms ☐

Other:  _________________________________________________________________ 

Patient name: 
Date of birth: 

Address: 

Tel: 

Mobile No: 

Health Fund: Membership No: 

Medicare No: 

Northern Beaches Hospital Level 1 WR Pitney Building Pelvic Floor Unit 
Suite 4, Level 6  St George Hospital  St George Hospital 
105 Frenchs Forest Rd W South Street, Kogarah 2217 Belgrave Street, Kogarah 2217 
Frenchs Forest 2086  

T: (02) 9999 2977 T: (02) 9113 2054 T: (02) 9113 2272        
F: (02) 9105 5679 F: (02) 9113 3951 F: (02) 9113 3546 

☐Private NBH ☐Private Rooms St George ☐St George Public Hospital
 

Clinical Details: *Please forward all relevant letters, scan, lab, MSU and operation reports 
Medical History: 

Gynaecological History: 

Obstetric History: 

Referrer Details: 
Name 

Provider No: 

Address 

Phone: 

Fax: 

Signed: Date: 
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