
 

Queensland Electro-Diagnostic & Imaging Centre 

  

 

 

Date:_________________________________________________  

Patient Details: 

Name: _________________________________________________ 

DOB: __________________________________________________ 

Phone (H): ______________________________________________ 

Phone (M): ______________________________________________ 

Medicare No:__________________________________ Reference: ________________ Expiry: ____________  

Address: _______________________________________________________________________________________ 

Clinical Details: 

Best Corrected: VA Right: ________________________ VA Left: ___________________________  

Visual Fields: ___________________________________________________________________________________ 

History & Examination: __________________________________________________________________________ 

_______________________________________________________________________________________________ 

Family History: _________________________________________________________________________________  

Relevant Medications: ___________________________________________________________________________ 

Provisional Diagnosis: ___________________________________________________________________________  

Aim of Requested Investigations: _________________________________________________________________  

Please send relevant test results with referral (OCT, Retinal photos, AF, Field, etc) 

Electrophysiology Tests Requested:  

 Electroretinogram (ERG)  Colour Vision — FM (100 HUE) 

 Pattern ERG (PERG)  OCT 

 Multifocal ERG (MFERG)  Optos Pics & Autofluorescence 

 Electrooculogram (EOG)  Field Test 

 Visually Evoked Potential (VEP)  

 Albinism VEP  

 Visual Acuity VEP (AVEP)  

Name of Referrer: ______________________________ Provider Number: ______________________________  

Email address for report to be sent (via secure gateway): ____________________________________________  

Date of next appointment with referrer:  ___________________________________________________________ 

Signature: _____________________________________________________________________________________  

Please email this referral form to reception@qedic.com.au or  

Fax: (07) 3844 2246 and we will contact your patient to book an appointment. 

Queensland Electro-Diagnostic & Imaging Centre Pty Ltd.  ABN: 88 167 712 281 

Street Address:  Level 4, 140 Melbourne Street, 
South Brisbane, QLD 4101 

Postal Address:  PO Box 5886 
West End, QLD 4101 

REFERRAL 

Tel: 

Fax:  
Email:  
Web:  

   

(07) 32395000 

(07) 3844 2246  
reception@qedic.com.au  

www.qedic.com.au 
 

 

 

Or Affix Label Here 

http://www.qedic.com.au/


INDICATIONS FOR SPECIFIC TESTS  

 

WHERE TO FIND US 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Clinic Ph: (07) 3239 5000 

PROVISIONAL DIAGNOSIS ERG PERG MFERG EOG VEP 
Albinism  

VEP 
Acuity  
VEP 

Autoimmune retinopathies (incl. CAR & MAR)     
   

Glaucoma  
 

     

INFANCY VISION (including nystagmus)  
   

  
 

Inherited retinal dystrophies     
   

Ocular albinism      
 

 

Opaque media / Trauma  
   

 
  

Optic neuritis  
 

  
 

  

Plaquenil toxicity   
 

    

Siderosis     
   

Suspected intercranial lesion  
 

  
 

  

Toxic and nutritional eye disease      
  

Unexplained visual loss (including functional)      
 

 

Vascular diseases (including diabetes)      
  


