
 

 

Statement of  Confirmation -  Reciprocal Health Card Refer ral  

w w w . n q x r a y . c o m  

C A I R N S  

T O W N S V I L L E  

A Y R  

To: N o r t h  Q u e e n s l a n d  X - R a y  S e r v i c e s 
 

Please fax to the relevant cl inic together with 
your referral or send direct with your patient. 

 

 

C a i r n s  P r a c t i c e :   126 Mulgrave Road  07 4041 3211 
S m i t h f i e l d  P r a c t i c e :   Campus Shopping Vi l lage  07 4057 5800 
T o w n s v i l l e  P r a c t i c e :   252 Ross River Road  07 4779 3711 
A i t k e n v a l e  P r a c t i c e :   295 Ross River Road  07 4728 9238 
C r a n b r o o k  P r a c t i c e :   531 Ross River Road  07 4723 2260 
A y r  P r a c t i c e :   Shop 2/186 Queen Street  07 4783 4777 

  F a x  N u m b er  

 
Date: 
 
Re: Referral for Reciprocal Health Care Card Holder 
 
Name of Patient: 
 
Date of Birth: 
 
 
I  conf irm that the x-ray / ultrasound / CT examinat ion requested by me for this patient was deemed 
urgent and necessary at consultat ion. (please circle the relevant procedure) 
 
 
Doctor’s Signature: 
 
Doctor’s Stamp: 
 

 
 
 

This statement is to accompany your referral for any patient who holds a Reciprocal Health Care Card 
as issued by Medicare Austral ia.   


