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Endoscopy Procedure Frzan?klin

Referral Form Hospital

Patient name:

Address:

NHI: DOB:

Mobile: GP:

Email:

|:| Gastroscopy |:| Colonoscopy |:| Flexible Sigmoidoscopy

Clinical details:

Medications:

Relevant history:

Referred by: Date:

Franklin Hospital PO Box 428, Pukekohe 2340. Phone: 09 220 4800.
Email: endoscopy@franklinhospital.co.nz « www.franklinhospital.co.nz
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