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Cardiology Request Form 
 

PATIENT DETAILS 
Name:   

Address: 
 

Date of Birth:  Contact Number: (                ) 

Priority Booking (please call) :   
 
 

SERVICES REQUESTED                                                        (Tick one or more) 
 Transthoracic Echocardiography  Stress Eechocardiography 

 Stress ECG  Holter  Consultation 
 
  

CLINICAL HISTORY      

 
 
  

REFERRED BY  
Referral doctor:  

Contact No: (      ) Provider No:  
Address:  

Signed:  Date:  
 

   
                            Please fax to (02) 8068 9190 

                             **Bulk-billed services available on request** 

Dr CLEMENT C M WONG  
BSc(Med) MB BS (Hons.) MMedSc(Clin.Epid) PhD FRACP  
INTERVENTIONAL CARDIOLOGIST  
http://www.sydneyspecialistscentre.com 
Tel: 0403 331 488         Fax: (02) 8068 9190 
  
  
 

Hurstville Chatswood 
Suite 8 

145 Forest Road 
Hurstville, NSW 2220 

Suite 313 
71-73 Archer Street 

Chatswood, NSW 2067 
 


