
       Referral Letter 

Title:  Mr / Mrs / Ms / Miss / Master / Dr Date of Birth: 

Surname: 

Given Name (s) as on Medicare card: 

Mobile: Email: 

Home Number: Work Number: 

Home Address: 

Suburb: Post code: 

Emergency 
Contact Name: 

Emergency 
Contact Number: 

Andrew Kam 
MBBS, FRACS 

Jacqueline McMaster 
B. Sc, B. Med, FRACS 

Yingda Li 
MBBS (Melb.), BMedSc, 
PGDipSurgAnat, FRACS 

Suite 19 

Westmead Private Hsopital 

Cnr Mons 7 Darcy Roads 

Westmead   NSW 2145 

Suite G12, Specialist Services 

Norwest Private Hospital 

9 Norbrik Drive 

Bella Vista   NSW  2153 

Suite 301, Specialist Services 

SAN Clinic 

185 Fox Valley Road 

Wahroonga   NSW  2076 

Phone: 9633 1013 

Fax: 9633 5207 

www.bscs.com.au 

brainspinesydney@gmail.com 

Clinical Details 

Referring Dr:     Duration of Referral            3 months        12 months         Indefinite  

Date: 

http://www.bscs.com.au/
mailto:brainspinesydney@gmail.com
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