
REFERRAL FORM
DR DAVID MA  ·  FRACS, FAOrthoA, AHSS Hand Surgery Fellow

(02) 8112 8569

admin@drdavidma.com

drdavidma.com

●  Chatswood — Healthpac Medical Centre, Level 1/7 Help Street NSW 2067

●  Strathfield — Strathfield Private Hospital, 3 Everton Road NSW 2135

Routine appointments within 1–2 weeks  ·  Urgent / trauma cases accommodated same day  ·  No fax — email preferred

Urgency: Routine Semi-urgent (< 1 week) Urgent / same-day

PATIENT DETAILS

Patient full name * Date of birth (DD/MM/YYYY) *
e.g. 01/01/1970

Residential address
Street, suburb, state, postcode

Phone / mobile * Medicare number

Private health fund Member number

REFERRING CLINICIAN

Clinician name * Practice / clinic name

Provider number Phone *
(02) …

Email (preferred contact)
Correspondence will be sent here

CLINICAL DETAILS

Diagnosis / reason for referral *
e.g. Right carpal tunnel syndrome, TFCC tear, trigger finger…

Duration of symptoms
e.g. 3 months, acute injury today

Relevant investigations (X-ray, MRI, NCS, ultrasound)
Please attach reports / imaging if available

Dominant hand: Right Left

Side affected: Right Left Bilateral

ADDITIONAL CLINICAL NOTES

Dr David Ma  ·  FRACS, FAOrthoA, AHSS Hand Surgery Fellow  ·  Orthopaedic Hand & Wrist Surgeon

Email: admin@drdavidma.com  ·  Phone: (02) 8112 8569  ·  drdavidma.com

Chatswood  ·  Strathfield

Sydney NSW
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