
Referral Form

PURPOSE OF REFERRAL Pulmonary Lung Nodules Lung Cancer Screening

Patient Details

NAME SEX DOB

EMAIL ADDRESS PHONE NUMBER

IS THERE KNOWN PULMONARY NODULES? Yes No

HIGH RISK FOR DEVELOPING LUNG CANCER? Yes No

QUALIFIES FOR NATIONAL LUNG CANCER SCREENING PROGRAM? Yes No

DATE OF RECENT CT CHEST IMAGING?

LOCATION OF RECENT CT CHEST IMAGING?

CLINICAL HISTORY

Referrer Details

NAME

EMAIL ADDRESS PROVIDER NUMBER

PRACTICE

DATE SIGNATURE

How to Send Us Your Referral

As soon as possible, please take a photo of this referral and email it to bookings@lungnoduleclinic.com.au. Scanning the QR 
Code will help you get started. If you have any problems, or prefer to call, please reach us at 07 5208 9188.

www.lungnoduleclinic.com.au bookings@lungnoduleclinic.com.au 07 5208 9188
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