
Early Pregnancy Assessment Service 
(EPAS)  
Patient Referral 
Fax to (02) 9382 6638 
 
Number of Pages including this Coversheet (……...)    Date ____/____/____ 
 
Attention: Prof W Ledger 
 
Patient Details 
 
Surname _______________________ First Name____________________ 
 
Address   _____________________________________________________ 
     
  _______________________________________ Postcode______ 
 
D.O.B      _____/_____/_____ Medicare Number____________________ 
 
Phone     ______________________ Mob _________________________ 
 
G ____P____          LMP ____/____/_____ Weeks Gestation     ___/40 
 
Symptoms 
 
 
 
 
Blood Group_________________  Date Taken ___/___/___ 
 
Antibody screen ______________  Date Taken ___/___/___ 
 
Anti-D given  Y   /   N Dose _____IU Date  ___/___/___ 
   
FBC  ___________________  Date Taken ___/___/___ 
  
ß hCG ___________________  Date Taken ___/___/___ 
 
Ultrasound Date Performed   ___/___/___  �     Please attach report     
 
Referring Doctor Details:    Date of referral ___/___/___   
 
Doctor ____________________________ Provider No ______________    
 
Address ______________________________________________________
   
 _______________________________________ Postcode_______ 
 
Phone  _______________________ Fax: _________________________ 
 
Thank you for completing the above details. 
 
“Important Confidentiality Notice.  This facsimile contains confidential information which is intended only for use by 
the addressee.  If you have received this facsimile in error you are advised that copying, distributing, disclosing or 
otherwise acting in reliance upon this facsimile is strictly prohibited.  If you are not the intended recipient could you 
please notify us immediately”. 
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