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USE LABEL IF AVAILABLE


	Endoscopy Referral Form                                                            (Please Tick as appropriate)

	Patients Name: ________________________________

DOB: ____/____/____       Sex: M  / F

Address: _______________________________________

________________________________Post Code: _____

Phone: (H)_________________ (W) ________________


	Referring Doctor

Signature:___________________________________

	· Gastroscopy

Indication

· Dyspepsia

· Haematemisis

· Maleana

· Anaemia

· Nausea/vomiting

· Weight loss/anorexia

· Abdominal Pain

· Reflux

· Atypical Chest Pain

· Dysphagia

· Barrett’s screening

· Varices

· Abnormal imaging

· R/o foreign body

Any previous gastroscopy?
Yes(
No(
If yes when? __________________________
Indication _________________________________

	( Colonoscopy/( Flexible Sigmoidoscopy 
Indication
( Altered Bowel Habit

( Constipation                     ( Diarrhoea

( Screening      ( +ve FOBT

                           ( NBCSP

( Follow-up    

( Known Polyp

( Abdominal Pain

( PR Bleeding

( Anaemia  - Provide FBE

( Family History  

       Number 1st degree relatives __________
       Number 2nd degree relatives __________
       Age of relative at Diagnosis ___________________

( Weight loss

( Abnormal Imaging

Any previous colonoscopy?
Yes(
No(
If yes when? __________________________
Indication _________________________________



	Co morbidities Please Specify

( Infectious __________________________

( Cardiac ____________________________

( Pacemaker (type)_____________________

( Respiratory__________________________

( Renal ______________________________

( Diabetes (type)_______________________

( GI ________________________________

( Neuro _____________________________

( Other ______________________________


	Medications/ Allergies
( Anticoagulation _____________________
Specify if able to be ceased prior
         YES ( NO (
( Aspirin/NSAID’s

( H2 Receptor Antagonists 

( Proton pump inhibitors

Drug Allergy ____________________________
_______________________________________

Other Allergy ____________________________
________________________________________



	Extra Information


