
       Referral Letter 

Title:  Mr / Mrs / Ms / Dr Date of Birth: 

Surname: 

Given Name (s) as on Medicare card: 

Mobile: Email: 

Home Number: Work Number: 

Home Address: 

Suburb: Post code: 

Emergency 
Contact Name: 

Emergency 
Contact Number: 

Peter Spittaler 
M.B., B.S. (Syd).  FRACS 

44 Hudson Street

HAMILTON  NSW 2303

Phone: (02) 4969 8988

Fax:  (02) 4969 8966

www.hunterneurosurgery.com.au 

admin@hunterneurosurgery.com.au 

Clinical Details 

Referring Dr:     Duration of Referral  3 months        12 months  Indefinite 

Date: 

http://www.bscs.com.au/
mailto:brainspinesydney@gmail.com
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