
 
 

 
 

Dr Elizabeth Arena 
BA LLB(Hons) BDent(Hons) DClinDent(Oral Med) MRACDS(Oral Med) 
Oral Medicine Specialist 
 

                                                                PATIENT REFERRAL                             Date:  ____ / ____ / 20____ 
 

PATIENT DETAILS  
 
Name: __________________________________________________________ DOB: ________________________________ 

Address: ______________________________________________________________________________________________ 

Phone number: _________________________________________________________________________________________ 

Email:   _______________________________________________________________________________________________ 

 
REFERRING CLINICIAN DETAILS  
 
Name:   _______________________________________________________________________________________________ 

Practice address:   _______________________________________________________________________________________ 

Practice phone number:    _________________________________________________________________________________ 

Practice email:  _________________________________________________________________________________________ 

 
REASON FOR REFERRAL  
 
Please specify concern: __________________________________________________________________________________ 

______________________________________________________________________________________________________ 

______________________________________________________________________________________________________ 

______________________________________________________________________________________________________ 

______________________________________________________________________________________________________ 

Relevant medical history and medications: ___________________________________________________________________ 

______________________________________________________________________________________________________ 

______________________________________________________________________________________________________ 

*Where possible, please attach all relevant information including dental radiographs, clinical photographs, other imaging 
reports and existing pathology/blood results 
*Please attach recent patient Health Summary  
 

 

Return via email to northshoreoralmed@gmail.com 

North Shore Health Hub 
Tower A, Suite 303, 7 Westbourne St, St Leonards NSW 2065 

T 0436 604 205 
www.northshoreoralmedicine.com.au 


