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	Eastern Health - Rapid Access to Gastrointestinal Endoscopy (RAGE)

NB. This referral form is to be used for patients who have a strong indication for endoscopy (see indications below) AND who do not require a clinic review prior to their procedure ie. otherwise ‘fit and well’. Incomplete forms will be returned to referrer.
Patient Details    (or label)
Name:.............................................................................

DOB:................................................................................

Address:..........................................................................

........................................................................................

........................................................................................

Phone:.............................................................................

Medicare #:.....................................................................

Referring Doctor    (or stamp)
Name: 

Address:

Phone:

Provider #


	Is an interpreter required?      No ☐      Yes ☐  (language).................................................................................
Requested Procedure:

☐ Gastroscopy

Indications:
☐ Fe deficiency anaemia (attach FBE/Fe studies)

☐ New onset dysphagia

☐ Barrett’s oesophagus (attach previous gastroscopy and pathology reports)

☐ Other (provide additional details below)

☐ Colonoscopy

Indications:
☐ Fe deficiency anaemia (attach FBE/Fe studies)

☐ Positive FOBT (NBCSP)

☐ Positive FOBT

☐ PR bleeding

☐ Known polyp for removal (attach colonoscopy report)

☐ Family History of Colorectal cancer (additional details required below eg. Who? How old?)

☐ Polyp surveillance (attach previous colonoscopy report and pathology

☐ Other (provide additional details 

elow)

Additional details supporting the indication for procedure (optional):

......................................................................................................................................................................................................................





	

What is the patient’s BMI or weight?.........................................................................................................
Current Medications: (or attach list)

Allergies: (or attach list)
Anticoagulation   No ☐      Yes ☐     (please circle agent below)  NB. Aspirin should be continued for all procedures
Warfarin
Clopidogrel
Prasugrel
Ticagrelor
Dabigatran (Pradaxa)
Rivaroxaban (Xarelto)
Apixaban (Eliquist)
…………………………………………………………………………………………………………………………………………………………………………






Has the patient had a previous Gastroscopy?      No ☐      Yes ☐     Year................................











Details: (or attach gastroscopy and pathology report)...................................................................................





Has the patient had a previous Colonoscopy?      No ☐      Yes ☐     Year................................








Details: (or attach colonoscopy and pathology report)...................................................................................





Past Medical History / Significant Comorbidities (Cardiac, Respiratory, Renal etc)                     























(please provide details)





Please fax completed referral to Eastern Health on :  9839 6733


NB Incomplete referrals will be returned to the referring doctor. Patients deemed unsuitable for rapid access will be booked into a clinic at Eastern Health prior to having their procedure.





For urgent clinical enquiries please contact the Gastro Registrar (switchboard 1300 342 255)





Office Use ONLY:


























