
 

Skin Allergy
Request Form 

 

LABORATORY NUMBER
 
 
 
In accordance with Medicare Australia guidelines, a referral to one of our Pathologists is required for the performance of 
this test. 
 
 
 
 
 

Patient Name  Date of Birth  

Address  Phone Home  

   Work  

   Mobile  

 

Thank you for seeing the above patient and performing a Skin Allergy test. 

 

Referring Doctor    

Provider Number    

Address  Signature  

Phone    

Fax  Date  

 

 Please hand this form and a completed Sullivan Nicolaides Pathology request form to the patient 

September 2008
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