
21 James Congdon Drive
Mile End SA 5031
A.B.N. 17 008 204 251
Sonic Healthcare Limited  A.P.A. A.B.N. 24 004 196 909
14 Giffnock Avenue, Macquarie Park NSW 2113

LABORATORY COPY
Fasting

Non Fasting

Pregnant

Horm Therapy

LMP

EDC

CERVI C AL CYTOLOGY

SITE Cervix

Vaginal Vault

Endometrium

Other

Post Natal

Post Menopausal

Radiotherapy

IUCD

Abnormal Bleeding

 Benign

Suspicious

MEDICARE NUMBER

SURNAME MR, MRS, MISS, MS, DR.  GIVEN NAME(S)        SEX       DATE OF BIRTH YOUR REFERENCE

ADDRESS

COPY REPORTS TO:

HOSPITAL / WARD

REQUESTING DOCTOR (SURNAME, INITIALS, ADDRESS & PROVIDER No.)

TESTS REQUESTED

CLINICAL NOTES

SD

Rule 3 Exemption

TEL (HOME) TEL (BUS)

TESTS REQUESTED

REQUESTING DOCTOR (SURNAME, INITIALS, ADDRESS & PROVIDER No.)

DOCTOR’S SIGNATURE AND REQUEST DATE

---------------------------------------------------------------------------------------

Doct

Copy 1

Copy 2

Copy 3

Hosp/Ward

APPEARAN C E
OF CERVIX

PATIENT COPY

/       /

21 James Congdon Drive
Mile End SA 5031
A.B.N. 17 008 204 251
Sonic Healthcare Limited  A.P.A. A.B.N. 24 004 196 909
14 Giffnock Avenue, Macquarie Park NSW 2113

X

8366 2000
All hours

8366 2000
All hours

Repeat Request Form

CONTAINERS
COLLECTED

A/
43

38

ONLY MARK THE BULK BILL BOX IF ELECTING
FOR THESE SERVICES TO BE BULK BILLED.

“Privacy Note: The information provided will be used to assess any Medicare benefit payable for the services rendered and to facilitate the proper administration of government health programs, and may be 
used to update enrolment records.  Its collection is authorised by provisions of the Health Insurance Act 1973.  The information may be disclosed to the Department of Health and Ageing or to a person in 
the medical practice associated with this claim, or as authorised/required by law.”

MEDICARE ASSIGNMENT
I offer to assign my right to benefits to the approved pathology practitioner who will render the 
requested pathology service(s) and any eligible pathologist determinable service(s) established 
as necessary by the practitioner    
PRACTITIONER’S USE ONLY

PAT ATURE AND DATE
/       /

PATIENT STATUS at the time of the service or when the specimen
was collected 
Private patient in a private hospital
or approved day hospital facility
Private patient in a recognised hospital
Public patient in a recognised hospital
Outpatient of a recognised hospital

X

FOR PATIENTS RECEIVING A PENSION
OR HOLDING A HEALTH CARE CARD

MEDICARE ASSIGNMENT
I offer to assign my right to benefits to the approved pathology practitioner who will render the 
requested pathology service(s) and any eligible pathologist determinable service(s) established 
as necessary by the practitioner    

PRACTITIONER’S USE ONLY PAT ATURE AND DATE
/       /

PATIENT STATUS at the time of the service or when the specimen
was collected 
Private patient in a private hospital
or approved day hospital facility
Private patient in a recognised hospital
Public patient in a recognised hospital
Outpatient of a recognised hospital

X
(Reason Patient Cannot Sign)

FOR PATIENTS RECEIVING A PENSION
OR HOLDING A HEALTH CARE CARD

SURNAME MR, MRS, MISS, MS, DR.  GIVEN NAME(S)        SEX       DATE OF BIRTH YOUR REFERENCE

ADDRESS TEL (HOME) TEL (BUS)

MEDICARE NUMBER

DECLARATION  I certify that I collected the accompanying sample from the above patient whose identity was confirmed 
by enquiry and/or examination of their name band and that I labelled the sample immediately following collection.

Name:___________________________________________________    Date:___________________

Sign:_____________________________________________________    Time:___________________

Clinpath Collector's Code:_______________________________________________________ 

(Reason Patient Cannot Sign)

URGENT PHONE FAX BY TIME

PHONE/FAX No.:

 

VETERAN'S AFFAIRS GOLD CARD No.:

   PRIVATE              CONCESSION              BULK BILL

C
10

02
 0

7/
19

The Medicare Benefits Schedule is managed by the Department of 
Health and Ageing and administered by Medicare Australia. Your rebate is 
the Australian government’s subsidy for your tests that are included in the 
Schedule. If any of your tests are not covered in the Schedule you will not 
receive a Medicare rebate. You are expected to pay for these tests in full.

Medicare card number
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Hospital code Ward code

SST

Tube

EDTA

Tube

CIT

Tube

Histo

Cont

Pap

Slide

ThP
Thin
Prep

Swab Frozen Other

Pay cat Con code

Date collected

/––––––/–

Time collected

:

Staff ID/Location code/Collection type (stamp)

ITEM 33407 FEBRUARY 2020

HOSPITAL STATUS State the patient’s status at the time of service or when the specimen was collected:  a private patient in a private hospital  a private patient in a recognised hospital

MEDICARE ASSIGNMENT (Section 20A of the Health Insurance Act 1973): 
I offer to assign my right to benefits to the approved pathology practitioner who will 
render the requested pathology service(s) and any eligible pathologist determinable 
service(s) established as necessary by the practitioner. ACCOUNT STATEMENT:  
I understand that if any of the tests requested are not eligible for a Medicare rebate,  
I will receive an account, which I agree to pay in full. Patient signature and date:

 PATIENT /      / 

Surname, Given name (including middle initials)

Patient address

Tests requested

Clinical notes

Copy reports to Requesting Doctor (provider number, surname and initials, address)    if Self Determine

Sex Date of birth

Phone (Home)

Your reference

Phone (Work)

Pregnant

Hormone therapy

LNMP
Gestational 
age (weeks)

Fasting

Non-fasting

REQUESTING DOCTOR’S SIGNATURE AND REQUEST DATE

 DOCTOR

LABORATORY COPY

PRIVATE AND 
CONFIDENTIAL

Name:

Address:

URGENT!

Phone/Fax no

Phone Fax

Vet Affairs no

By time:

  IF RULE 3 EXEMPTION

PATIENT ADVISORY STATEMENT
PRACTITIONER TO TICK IF SNP REQUIRED:  
Your treating practitioner has recommended that you 
use Sullivan Nicolaides Pathology. You are free to 
choose your own pathology provider. However, if your 
doctor has specified a particular pathologist named 
on this form on clinical grounds, a Medicare rebate will 
only be payable if that pathologist performs the service. 
You should discuss this with your doctor. PRACTITIONER’S USE ONLY (Reason patient cannot sign):

C
O

N
C

E
S

S
IO

N

Medicare number    if Veterans Affairs

Office use only PEN  HCC

Bulk BillSchedule FeePrivate

Dr M Harrison
Dr H Wordsworth 
Dr L Price
Dr D Cominos
Dr N Musgrave
Dr T B Keng

Dr D Langguth
Dr J Robson
Dr N Dixon
Dr J Kencian
Dr P Kanowski
Dr K Limarporn

Dr N Buxton
Dr J Lai
Dr M Wyche
Dr D Taylor
Dr S McGahan
Dr S Arianayagam

Dedicated
EDTA
Tube

PRIVACY NOTE The information provided will be used to assess any Medicare benefit payable for the services rendered and to facilitate the proper 
administration of government health programs, and may be used to update enrolment records. Its collection is authorised by provisions of the Health Insurance 
Act 1973. The information may be disclosed to the Department of Health and Ageing or to a person in the medical practice associated with this claim, or as 
authorised/required by law. SULLIVAN NICOLAIDES PTY LTD, ABN 38 078 202 196, a subsidiary of Sonic Healthcare Limited APA ABN 24 004 196 909, 
14 Giffnock Ave, Macquarie Park NSW 2113. ITEM 33407 FEBRUARY 2020

PATIENT COPY

MERIDIO 340689

PERSON COLLECTING SPECIMEN(S) TO COMPLETE: 
I certify that the blood specimen(s) accompanying this request 
was drawn from the patient named above, and I established the 
identity of this patient by direct enquiry and/or by inspection of the 
wrist band, and that I labelled the specimen immediately upon the 
blood being drawn.
Name:

Signature:  COLLECTOR

Learn more about your tests at Know Pathology Know Healthcare
Please visit: knowpathology.com.au

FASTING

RANDOM

Pregnant

Hormone  Therapy

LNMP

EDC

FOR PAP  SMEAR

Site  Cervix

 Vaginal  vault

 Endometrium

 Other

Post  Natal

Post  Menopausal

Radio  Therapy

IUCD

Abnormal  Bleeding

Cervix  Benign

Cervix  Suspicious

[   ]  SST

[   ]  SNG

[   ]  HISTO

[   ]  SWAB

COL LECTION CENTRE USE

MEDICARE CARD NUMBER

PATIENT  SURNAME     GIVEN  NAMES          SEX               DATE  OF BIRTH  

ADDRESS                TEL  (HOME)   TEL  (BUSINESS)

TESTS  REQUESTED  

CLINICAL  NOTES

REQUESTING  DOCTOR 
Surname  and  Initials,  Address  and  Provider  Number

COPY  TO

SD (Self  Determine)

DOCTORS  SIGNATURE                REQUEST  DATE

LABORATORY  COPY

PATIENT  SURNAME     GIVEN  NAMES          SEX               DATE  OF BIRTH  

ADDRESS                TEL  (HOME)   TEL  (BUSINESS)

TESTS  REQUESTED  

REQUESTING  DOCTOR  (Surname  and  Initials,  Address  and  Provider  No.)

MEDICARE  CARD  NUMBER647 Murray  Street
West  Perth  WA  6005

Tel 9476 5222
Fax  9324 1287

SURGERY  FILE  #

Hospital  status  at  the  time  of service  or  when  the
specimen  was  obtained:

Private  patient  in a private  hospital
    or  approved  day  hospital  facility

Private  patient  in a recognised  hospital
Public  patient  in a recognised  hospital
Outpatient  of a recognised  hospital

MEDICARE  ASSIGNMENT  (Section  20A of the  health  Insurance  Act  1973)

By  this  declaration  I assign  my right  to  benefits  to  the  approved  pathology
practioner  who  will  render  the  requests  pathology  service(s).   I declare
that  none  of the  services  claimed  in this  form  relate  to  an accident,  injury
or  illness  which  has,  or  may  result  in the  payment  of compensation  or  damages  ....................................................................................................................... / .................. / ..................

PATIENT’S  SIGNATURE  AND  DATE
YES     NO

PATIENT  COPY

URGENT!  

Phone/Fax  no

Private

Vet  Affairs  no

Phone

Schedule

Fax

Bulk  Bill

By  time:

PEN          HCC

MEDICARE  ASSIGNMENT  (Section  20A of the  Health  Insurance  Act  1973)                    PATIENT’S  SIGNATURE  AND  DATE
I assign  my right  to  benefits  to  the  approved  pathology  practitioner  who  will  render 
the  requested  pathology  service(s).      

Practitioner  Use  Only:                         
(Reason  Patient  cannot  sign)                                                     

 /       /

COLLECTOR  TO COMPLETE:
I certify  that  the  blood  specimen  accompanying  this 
request  was  drawn  from  the  patient  stated  as established 
by  direct  enquiry  of the  patient  and/or  inspection  of the  ID 

   .yletaidemmi dellebal saw nemiceps taht dna ,dnab-tsirw
I have  also  signed  the  sample  tube(s).

NAME:

SIGN:                                             

TIME:         DATE:

[    ]  EDTA

[   ]  PNG  

[   ]  PAP

[   ]  FAEC

[   ]  GLU  

[   ]  ACD

[   ]  TP

[   ]  SPUT

[   ]  CIT

[   ]  PPT

[   ]  URIN   

[   ]  OTHER
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Accredited  for  compliance  with   NPAAC  Standards  and  ISO  15189
Clinipath  Pathology  Pty  Ltd  trading  as  Clinipath  Pathology  and  Bunbury 
Pathology,  ABN  57 008 811 185, a subsidiary  of Sonic  Healthcare  Limited
(APA)  ABN  24  004  196  909, 14 Giffnock Ave, Macquarie Park NSW 2113

Hospital status State the patient’s status at the time of service or when the specimen was collected:  a private patient in a private hospital  a private patient in a recognised hospital.

PATIENT ADVISORY STATEMENT    Practitioner to tick if Clinipath Pathology required 
Your doctor has recommended that you use Clinipath Pathology. You are free to choose your own pathology provider. However, if your doctor has specified a particular pathologist on clinical 
grounds, a Medicare rebate will only be payable if that pathologist performs the service. You should discuss this with your doctor.

TRANSFUSION                Hospital: ________________________________________

Date required: Time: 

Reason for transfusion:

In the last three months has the patient been: Pregnant?   YES  NO

 Transfused:  YES  NO

FASTING

RANDOM

Pregnant

Hormone  Therapy

LNMP

EDC

FOR PAP  SMEAR

Site  Cervix

 Vaginal  vault

 Endometrium

 Other

Post  Natal

Post  Menopausal

Radio  Therapy

IUCD

Abnormal  Bleeding

Cervix  Benign

Cervix  Suspicious

[   ]  SST

[   ]  SNG

[   ]  HISTO

[   ]  SWAB

COL LECTION CENTRE USE

MEDICARE CARD NUMBER

PATIENT  SURNAME     GIVEN  NAMES          SEX               DATE  OF BIRTH  

ADDRESS                TEL  (HOME)   TEL  (BUSINESS)

TESTS  REQUESTED  

CLINICAL  NOTES

REQUESTING  DOCTOR 
Surname  and  Initials,  Address  and  Provider  Number

COPY  TO

SD (Self  Determine)

DOCTORS  SIGNATURE                REQUEST  DATE

LABORATORY  COPY

PATIENT  SURNAME     GIVEN  NAMES          SEX               DATE  OF BIRTH  

ADDRESS                TEL  (HOME)   TEL  (BUSINESS)

TESTS  REQUESTED  

REQUESTING  DOCTOR  (Surname  and  Initials,  Address  and  Provider  No.)

MEDICARE  CARD  NUMBER647 Murray  Street
West  Perth  WA  6005

Tel 9476 5222
Fax  9324 1287

SURGERY  FILE  #

Hospital  status  at  the  time  of service  or  when  the
specimen  was  obtained:

Private  patient  in a private  hospital
    or  approved  day  hospital  facility

Private  patient  in a recognised  hospital
Public  patient  in a recognised  hospital
Outpatient  of a recognised  hospital

MEDICARE  ASSIGNMENT  (Section  20A of the  health  Insurance  Act  1973)

By  this  declaration  I assign  my right  to  benefits  to  the  approved  pathology
practioner  who  will  render  the  requests  pathology  service(s).   I declare
that  none  of the  services  claimed  in this  form  relate  to  an accident,  injury
or  illness  which  has,  or  may  result  in the  payment  of compensation  or  damages  ....................................................................................................................... / .................. / ..................

PATIENT’S  SIGNATURE  AND  DATE
YES     NO

PATIENT  COPY

URGENT!  

Phone/Fax  no

Private

Vet  Affairs  no

Phone

Schedule

Fax

Bulk  Bill

By  time:

PEN          HCC

MEDICARE  ASSIGNMENT  (Section  20A of the  Health  Insurance  Act  1973)                    PATIENT’S  SIGNATURE  AND  DATE
I assign  my right  to  benefits  to  the  approved  pathology  practitioner  who  will  render 
the  requested  pathology  service(s).      

Practitioner  Use  Only:                         
(Reason  Patient  cannot  sign)                                                     

 /       /

COLLECTOR  TO COMPLETE:
I certify  that  the  blood  specimen  accompanying  this 
request  was  drawn  from  the  patient  stated  as established 
by  direct  enquiry  of the  patient  and/or  inspection  of the  ID 

   .yletaidemmi dellebal saw nemiceps taht dna ,dnab-tsirw
I have  also  signed  the  sample  tube(s).

NAME:

SIGN:                                             

TIME:         DATE:

[    ]  EDTA

[   ]  PNG  

[   ]  PAP

[   ]  FAEC

[   ]  GLU  

[   ]  ACD

[   ]  TP

[   ]  SPUT

[   ]  CIT

[   ]  PPT

[   ]  URIN   

[   ]  OTHER
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Accredited  for  compliance  with   NPAAC  Standards  and  ISO  15189
Clinipath  Pathology  Pty  Ltd  trading  as  Clinipath  Pathology  and  Bunbury 
Pathology,  ABN  57 008 811 185, a subsidiary  of Sonic  Healthcare  Limited
(APA)  ABN  24  004  196  909, 14 Giffnock Ave, Macquarie Park NSW 2113
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310 Selby Street North
Osborne Park WA 6017

Telephone: 9371 4200

310 Selby Street North
Osborne Park WA 6017

Telephone: 9371 4200

CLI005 F116.indd   1 20/10/15   5:05 PM
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FRKOVIC, Monika F

2256452826

08/03/1995

67 Longbow Crescent Forestdale 4118 0421177193

CRP, FBC, Iron studies (includes iron, TIBC, transferrin and ferritin), Insulin, B12, FOLATE, HbA1c {diagnostic screening}, HFE
gene {Medicare criteria met}, E/LFT, Mg, Zinc

fatigue, ferritin saturation evelation ? cause

BP007999-CD33E9A834

504478AW
Dr Anqi Su

Note: This referral was generated from data received from referrer

FRKOVIC Monika F

2256452826

08/03/1995

67 Longbow Crescent Forestdale 4118 0421177193

CRP, FBC, Iron studies (includes iron, TIBC, transferrin and ferritin), Insulin, B12, FOLATE, HbA1c {diagnostic screening}, HFE
gene {Medicare criteria met}, E/LFT, Mg, Zinc

13/10/2023

504478AW
Dr Anqi Su


