
Referral


Dear	 	 	 	 	 	 	 	 	 	 


☐ Dr Bill Johnston


☐ A/Prof Raewyn Campbell


☐ Next available


Patient name: ______________________  Date of Birth: _____________


Patient phone number: _______________


Clinical Information:


Referred by: Name: _________________ Provider number: ___________


Clinic name: _______________________


Preferred method of correspondence: _____________________________


Signature: _________________________ Date: _________


Dr Bill Johnston

MBBS FRACS


Clinical Associate Professor Raewyn Campbell

FRACS BMed(Hons) BAppSc(Phty) GradDipEx&SportSc FARS


Level 1, Suite 13, The Gallery, 445 Victoria Street, Chatswood 2067

referral@chatswoodent.com.au


 https://www.chatswoodent.com.au/   
P  (02) 9188 9292 | F (02) 9188 1611


Healthlink EDI: chatsent


mailto:referral@chatswoodent.com.au
https://www.chatswoodent.com.au/

