
WICKHAM TERRACE SURGICAL CENTRE  

for ORAL and  MAXILLOFACIAL SURGERY 
 

Level 3. 113 Wickham Terrace Brisbane 4000 

Telephone (07) 38394717   Fax.  (07)38394459 

Email: office@wtsc.com.au 
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If you would like your patient to be seen in a particular location, please indicate above. 

 

Date of Referral: ........................... .......  If patient is under 18 please note name of contact:  …………………………. 

 
Patient Name:...................................................................................................  DOB: ............................................ 

Patient Address:..................................................................................................................................................... 

Home Ph: ..........................................Mobile: ...................................................Work: ......................................... 

Reason for referral: ….......................................................................... ................................................ .................. 

………………………………………………………………………………………………………………………………………… 
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Additional clinical details: ....................................................................................................................................... 
 

............................................................................................................................. ...................................................................................  

Recent Medical History & Medications (especially Aspirin/NSAIDS/Anticoagulants/Antiresorptives for osteoporosis (incl. injected): 

............................................................................................................................. ...................................................................................  

 ................................................................................................................................ .................................................................................. 
 
 

ENCLOSURES (Please Circle) 

 X-rays (OPG, LAT CEPH.PA JAWS, OCCLUSAL.PERIAPICAL) 
 Medication List 

 Study Models 

 
 Photographs 

 Pharmaceutical History 

 Medical History 

 
Referring Doctor's Name:……..............................................................................................................................................................       

Referring Doctor's Signature: ............................................................................................Provider No....................................................... 

Practice Address:   ............ ..............................................................................................................................................................................     

Phone: …...........................................Fax: ………................................ Email:  …………........................................................................... 
 

   

IFTHIS IS AN EMERGENCY OR URGENT, PLEASE TICK            EMERGENCY   URGENT  
 

 REASON………………………………………………………………………………………………………………………                          

Dr Barbara Woodhouse 
MB.Bs(Qld) .BDSc(hons)(Qld)). MDSc.(Qld) .FRACDS. FFDRCS(IREL) FRACDS(OMS) 

 

 

 

 
☐ Brisbane City Wickham Terrace  

☐ Redcliffe Peninsula Private Hospital 

☐ North lakes Specialist Centre 

 
 

 

 

☐ Strathpine Specialist Centre 

☐ Caboolture Private Hospital 

☐ Chermside Day Hospital 
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