
 

    REFERRAL FORM 
       A/Professor Kathy Wu 
       MBBS, MMed, FRACP, HGSA (Clin Gen) 
       Provider No: 220432HA 

 
MyGenome Australia Pty Ltd 
ABN 94 673 085 52 
 

Patient’s details (Label)  

Family Name: ………………………………………. Medicare Number: ……………………………….. 

Given Name: ……………………………………….. 
 
Date of Birth: ……………………………………….. 
 
Sex at Birth: ………………………………………… 

Interpreter Required & Language: 
 
………………………………………………………. 
 
GP Name/Practice (if different from referrer): 

Address: …………………………..….…...………… 

…………………………..….…...……………………. 

…………………………..….…...……………………. 

…………………………..….…...…………………… 
 
……………………………………………………….. 
 

Contact Number: …………………………………… 
 
Email: ………………………………………………… 

 Alternative Contact (if any): ……………………… 

……………………………………………………….. 

 
Reason for referral: 
…………………………..….…...………………………………………………..….…...……………………………………………….….…...………………………………………………..….…..
.………………………………………………..….…...…………………...……………………………..….…...………………………………………………..….…...………………………………
…………...….…...………………………………………………..….…...………………………………………………..….…...…………………. 
 
Relevant Clinical Information: 
…………………………..….…...………………………………………………..….…...……………………………………………….….…...………………………………………………..….…..
.………………………………………………..….…...………………………………………………..….…...………………………………………………..….…...…………………………………
……………..….…...………………………………………………..….…...………………………………………………..….…...…………….…………………………………..….…...………
………………………………………..….…...………………………………………………..….…...………………………………………………..….…...………………………………………… 
 
Family History: 
…………………………..….…...………………………………………………..….…...………………………………………………….…...………………………………………………..….…...
………………………………………………..….…...……………………………………………..….…...………………………………………………..….…...……………………………………
…………….…...………………………………………………..….…...………………………………………………..….…...………………... 
 
Please attach relevant investigations via email 

● Any previous genetic testing 
● Histopathology (e.g. tumour, muscle biopsy) 
● Neurophysiology (e.g. nerve conduction study) 
● Relevant blood test results 
● Imaging reports (e.g. echocardiogram / cardiac MRI) 
● Colonoscopy reports 

 

 
Referring Doctor: …………………………..….…...…………………… 

 
Specialty: …………………………..….…...……………………………. 

Provider Number: …………………………..….…...…………………… Address: …………………………..….…...………………… 
 
…………………………..….…...……………………….…… 

Contact Number: …………………………..….…...…………………… ………………………………………………………………… 

Email: …………………………..….…...…………… Signature: ……………………..   Date: …………………… 

Referral form can be returned via email: MGA@svha.org.au or Fax 61 2 8038 1081 

mailto:MGA@svha.org.au

