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EARLIEST AVAILABLE HAEMATOLOGY APPOINTMENT  ⃞     

               OR      Dr. Karen Murphy ⃞      Dr. Donald McCarthy ⃞      Dr. Gerard Connaghan ⃞
Date of Request: ______________________________  Date of Receipt:  _________________________________

	PATIENT DETAILS

	Name
	

	Address
	                                                                                                           
	Female     ⃞                                                                                                Male         ⃞                              

	Home Telephone Number
	

	Work Telephone Number
	

	Mobile
	

	Referring Person
	GP:



	CLINICAL INFORMATION

	Reason For Referral
	

	Full blood count Result
	

	Relevant Past Medical History
	

	Current Medication
	

	Recent Investigation Reports
	

	OFFICE USE ONLY

	I have reviewed referral.  Please arrange appointment for:  
                                                                                                         _____________________

CONSULTANT SIGNATURE:     ____________________________________    
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