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FIBROSCAN REQUEST 
Department of Gastroenterology

John Hunter Hospital- Liver Clinic, 

Outreach Liver Clinics- Raymond Terrace & Cessnock 
Fax completed referral to 4922-3900
Att: Viral Hepatitis Hub ___________________________
	NAME: 









 

	MRN: 


	SEX:      

	DATE OF BIRTH:



	ADDRESS: 

	TELEPHONE: (H)




	(MOB)


	INDICATION:



	Pathology Date:

ALT



AST



PLATELETS

	Weight / Height (BMI):



	CLINICAL HISTORY:


         TICK if CAP required 

        (NOTE: CAP available at JHH only) 



REFER 

	NAME
	

	ADDRESS
	

	PROVIDER NO.
	

	DATE
	


**2 hours fasting required prior to procedure**
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