
St Vincent’s Hospital 
Department Gastroenterology and Hepatology 

REQUEST FOR ENDOSCOPIC ULTRASOUND SERVICES 
FAX 8382 3983 

DR MATTHEW KIM        bongsik.kim@svha.org.au

DR ALINA STOITA             alina.stoita@svha.org.au 

DR DAVID WILLIAMS    dwilliams@stvincents.com.au 

Patient Name ___________________________________________________ 

Address ___________________________________________________ 

___________________________________________________ 

Medicare No. __________________      Fund /DVA No. __________________ 

Date of Birth  ___________________ 

Contact Numbers _________________________________________ 

Clinical/ Indication ___________________________________________________ 

___________________________________________________ 

□ SGLT2 inh      □  Insulin       □  Warfarin      □  NOAC      □  Clopidogrel

Priority □ URGENT □ ROUTINE

Referred By __________________________________________________ 
_ 
FAX ____________________       email  _______________________ 

Provider No  __________________           Referral Date  _________________ 

Medical imaging (website address/ accession code) ______________________________ 

Diagnostic services: 
Cancer diagnoses & staging  

Evaluation submucosal lesions 
Contrast enhanced harmonic EUS 

 Interventional services:  
  Pancreas fluid collections 

Bile duct drainage 
Gallbladder drainage 

EUS guided gastrojejunostomy 
Coeliac plexus neurolysis 

Screening: 
Pancreas cancer in high risk cohort 

mailto:alina.stoita@svha.org.au
mailto:dwilliams@stvincents.com.au

	St Vincent’s Hospital
	REQUEST FOR ENDOSCOPIC ULTRASOUND SERVICES
	Patient Name ___________________________________________________
	FAX ____________________       email  _______________________
	Provider No  __________________           Referral Date  _________________



	Contact Numbers: 
	Clinical Indication 1: 
	Clinical Indication 2: 
	Insulin: Off
	SGLT2 inh: Off
	Warfarin: Off
	NOAC: Off
	Clopidogrel: Off
	URGENT: Off
	ROUTINE: Off
	1: 
	2: 
	3: 
	4: 
	5: 
	Fund DVA No: 
	1_2: 
	2_2: 
	3_2: 
	email: 
	Referral Date: 
	Medical imaging website address accession code: 


