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PATIENT'S NAME:

ADDRESS:

Male / Female AGE AT MENOPAUSE:

ANGLESEA WOMEN'S HEALTH & SPECIALIST CENTRE
Knox Street, PO Box 228, Hamilton, New Zealand

Phone: (07) 957 6A98, Fax: (AT) S3S 0352
Email : w aikat ob one @ an g I e s eamedic al.c o.nz

Consultants: Dr Alan Doube F.R.A.c.p.
Dr Malcolm Baigent F.R.A-N.z.c.R.

Appointment: Time-Day -.'=-- Date

Mobile

Date:

Referring doctor name/address:

Sign:

Copies of report to:

- Patient YesAIo

- Other

PHONE: Work

DOB:

NHI NUMBER

INITIAL VISIT: N
CLINICAL DETAILS

FoLLow UP vISIT: t]
(including significant illness) :

MSD: t]

X-RAY FINDINGS (if known):

MEDICATIONS (list ALL medications, especially Prednisone, Thyrbxine, Anticonvulsants);

PATIENT INSTRUCTIONS OVERLEAF


