s A R A South Australian Rapid
Access Lung Lesion Clinic

Referral form

This electronic form will allow you to refer a patient directly to the SARA program.

We will email you a copy of your submission. Please ensure your email address is correct.

Referring doctor

Select from the drop down menu

Referring clinician

Title Provider number
Referrer's first name Referrer's last name
Referrer's email Referrer's phone

Referring clinic or hospital
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SARA

South Australian Rapid
Access Lung Lesion Clinic

Patient information

Patient's first name

Patient's phone

Patient's date of birth

Patient's address

Postcode State/territory

Patient referral type

(O Public patient
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Patient's last name

Patient's email

Patient's gender (Select)

City

Country

(O Private patient

@@ SARA



s A R A South Australian Rapid
Access Lung Lesion Clinic

Medical notes

Smoking history (O Never smoked O Ex-smoker O Smoker

Asymptomatic (Select)

Symptomatic

Reason for referral

Clinical notes / other clinical history *

You acknowledge we will use the information you are providing to contact you about your
referral request. Refer to our Privacy Policy for more information about how we handle
personal information.

Signature Date

@ Please e-mail the completed form to sara@genesiscare.com or fax it to (08) 8228 6797
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https://www.genesiscare.com/au/privacy-policy
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