
PATIENT DETAILS..................................................................... 	 Ward/Hospital:............................................................................................

Family Name:..................................................................................................... 	 Given Name:................................................................................................

D.O.B.................................................................................................................. 	 Telephone No.:...........................................................................................

Address:............................................................................................................... 	 ........................................................................................................................

TESTS REQUIRED 

	 o	 Spirometry

	 o	 Diffusing Capacity 
	 	 (Transfer Factor/DLCO)

	 o	 Static Lung Volumes

	 o	 Ambulatory Oximetry Assessment  
			   (6 minute Walk Test)

	 o	 Bronchial Provocation  
			   (Asthma/SCUBA) 
			   (normal pretest spirometry required)

CONSULTATION REQUIRED 

	 o	 No

	 o	 Dr. A. Scroop

	 o	 Dr. S. Chapman

	 o	 Dr. S. Mukherjee

CLINICAL HISTORY

REFERRING DOCTOR

Name:...............................................................................................................................................................................................................................................

Address:............................................................................................................................................................................................................................................

............................................................................................................................ 	 Provider No:..................................................................................................

Telephone:........................................................................................................ 	 Fax:..............................................................................................................

Email:................................................................................................................................................................................................................................................

Copy to:...........................................................................................................................................................................................................................................

Doctor’s Signature:......................................................................................... 	 Date:............................................................................................................

APPOINTMENT DATE/TIME:....................................................................................................................................................................................

ASSOCIATES

Dr S. Chapman • Dr A. Scroop • Dr S. Mukherjee

Level 2, 321 South Terrace  
Adelaide  South Australia  5000

Phone: 08 7231 0450 
Facsimile 08 8312 6005 

www.respiratoryconsultants.com.au


