Psychiatrist | @ stjomn oF Gop

HOW TO REFER:
i
Langmore Centre

Email: Langmore-Referrals@sjog.org.au . =
Consultation |

PLEASE NOTE: WE ARE NOT A BULK BILLING PRACTICE

Langmore Centre, 3 Gibb Street, Berwick 3806 T. (03) 9773 7200 E. Langmore-Referrals@sjog.org.au

PATIENT DETAILS:
Name Date of Birth
Address Home phone
Mobile phone
Email
Medicare No. Ref No. Expiry DVA
Health Insurance Y[_] N[] Fund name Fund No.
Workcover Y [_] N[_] Claim No. Prior approval attached [_]
Prior approval attached []

TAC Y[ ] N[] Claim No.
CLINICAL DETAILS:

REASON FOR REFERRAL:

PREFERRED DOCTOR:
(See our website for a list of our accredited Psychiatrists and their clinical interests.)
WWW.Sjog.org.au/our-locations/st-john-of-god-langmore-centre/find-a-specialist

REFERRING DOCTOR EMAIL:

ENCRYPTED EMAIL (Healthlink/Argus):

REFERRAL TO DEAR DOCTOR:[ ]

REFERRING DOCTOR DETAILS:

CLINIC:
REFERRING DOCTOR PROVIDER NO: COPIES TO:
REFERRING DOCTOR SIGNATURE: DATE:

CONSULTING SUITE FOR PSYCHIATRIST APPOINTMENTS T

Tel: 03 9773 7200  Email: Langmore-Referrals@sjog.org.au

PLEASE NOTE: WE ARE NOT A BULK BILLING PRACTICE

The consultant Psychiatrists at St John of God Langmore Centre are able to see patients

for many conditions but are unable to assist with:
Children <18 yo age (with the exception of our Parent Infant Unit

which includes babies not yet walking)
License assessment ie. firearms and motor vehicle
Appointments for court reports relating to DHS, criminal or
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civil matters
Appointments mandated by Community Corrections Orders,

bail conditions or DHHS
VISIT OUR WEBSITE OR FOR MORE INFORMATION »>>>>

GLOCHESTER AVENUE
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