
UR NUMBER ...........................................................................................

SURNAME ...............................................................................................

GIVEN NAMES ........................................................................................

PHONE NUMBER ...................................................................................

DATE OF BIRTH ......................................................................................
Please fill in if no Patient Label available

M
R

/351237
R

EFER
R

A
L SLEEP A

PN
O

EA C
LIN

IC
 

App.10/10/2023 Print Code:17455

10
/1

0/
20

23
 P

rin
t C

od
e:

17
45

5 
R

ef
. L

in
k 

/ E
xt

 P
H

 w
eb

si
te

REFERRAL
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Frankston Hospital,
Sleep Laboratory & Clinic

Bookings: (03) 9788 1705
Fax:           (03) 9125 8487

Appointment: Requesting doctors details

Day   ……………......………… Name: .......................................................................................

Date  …....…/……..…/……..… Address: ...................................................................................

Time  ……………......………… ..................................................................................................

Clinical Notes:
Provider No. .............................................................................

Date: .........................................................................................

Copies to: .................................................................................

Signature:

® Please bring your MEDICARE Card / DVA Card

® A current list of Medications

® CPAP Machine and CPAP mask if you have one.

Frankston Hospital
Enter through Integrated Health Main Entrance

Sleep Laboratory & Clinic

George Pentland Botanical Gardens
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Outpatients

Patient / Visitor
Multi Level
Car Park

Integrated Health
Centre

Sleep Lab
& Clinic
Level 1

Dominoes
Cafe

Main Entrance
Integrated Health

Hastings Road


