
Iron Infusion Referral Form 

This service is open to all patients – both insured and uninsured. 
No hospital admission fee required. 

Infusion Location

Fax: 07 4646 2439 
Email: referrals@theironinfusionclinic.com.au 

Patient Details 

Referrer Details 

 

Service Requested 

Medical objects (MO): IDs
listed with locations above 

Name:                                                             Provider number: 
Practice Address: 
Phone:                                                                                                                                              Date:Signature: 

Name:                                                      Medicare:                                                   Ref:               Exp: 

Address:

 Clinical details:

Iron infusion

Send referrals to: 

Phone:  
DOB:

Gold Coast  - MO ID JC421500142 - ph 07 5619 8162
Parkside Medical. 11/151 Cotlew St, Ashmore.

Referring Doctors Details

  Bookings  

Email:  

Brisbane West (Sinnamon Park) -MO ID JC4073000C2 - ph 07 3088 8026
Sinnamon Park Medical Centre. 554 Seventeen Mile Rocks Road, Sinnamon Park. 

Toowoomba -  MO ID 408898TL - ph 07 4646 2473
St Andrew’s Hospital. Suite 50. Building 2. 280 North St, Rockville.
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