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Relevant clinical information: 

Family history: 

Please attach relevant investigation reports:
☐ Imaging report
☐ Genetic testing
☐ Histopathology
☐ Muscle biopsy

☐ NCS / EMG
☐ Relevant blood test results
☐ Echocardiogram / Cardiac MRI reports
☐ Other

Department/Specialty:
Provider Address:
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Please return completed form via email: VvKV�JeQoPiFV#VvKD�orJ�DX or Fax 8382 4895.
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Appointment Requirements: 

Medicare Number:  

☐ Interpreter required:

Language:

☐ Urgent (reason):
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Provider Number: 
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Reasons for referral:
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Kathy Wu
REFERRAL FORM

Kathy Wu
THIS IS NOT A PATHOLOGY FORM
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