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(One Off Assessment)

f‘XARSAI CLINIC Consultant Psychiatrist
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Date:

REFERRER:

had MBBS,FRANZCP, MD(PSYCH)
Provider No: 431745AL

291 REFERRAL TO DR SAIBAL GUHA

MARSAI CLINIC

5/187 Middle Street

Cleveland QLD 4163

Ph: 073088 2125

Email: saicotalk@marsaiclinic.com.au
ABN: 20295678006

Name:

Provider No:

Practice Name:

Address:

Phone:

Fax:

Email:

Signed:

PATIENT:

Surname:

First Name(s):

DOB:

Address:

Email:

Medicare No:

PATIENT REFERRED FOR SUSPECTED:

ADHD

ANXIETY

DEPRESSION

ADDICTION

ASD

BIPOLAR DISORDER

CONVERSION DISORDER SLEEP DISORDER

PTSD

OTHER

NOTES:

STIMULANT PRESCRIBING:

Should a diagnosis be confirmed, a Management Plan will be sent to you with detailed instructions on managing your

client.



