
Patient:  ............................................................................................................................................

Date of birth: .....................................................  Contact Number:  ..................................................

Address:  ............................................................................................................................................

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

Reason for Referral: ..............................................................................................................................

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

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

Medical / Dental History: .....................................................................................................................

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

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

Referring Practitioner: ..........................................................................................................................

Address:  ............................................................................................................................................

Contact Number: ....................................................... Provider No:  ..................................................

Signature:  .............................................................................. Date:

Queensland OMS

       
Locations Auchenflower, Chermside, Sunnybank, Upper Mount Gravatt, Bundaberg & Mackay

Tel (07) 3871 1188 • contact@qoms.com.au • www.qoms.com.au
Suite 34, Level 3 Wesley Medical Centre, 40 Chasely Street, Auchenflower Q 4066 

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

First Available

Dr Nigel Johnson 
BDSc (Hons), MBBS, MPhil (Surgery), 
FRACDS(OMS)
Oral & Maxillofacial Surgeon

Dr Scott Borgna
BDSc, MBBS, BPharm, FRCS (OMFS), 
FRACDS(OMS)
Oral & Maxillofacial, Head & 
Neck and Reconstructive Surgeon

Dr Jen-Ti (Rachel) Hsieh
BSc, MBBS(Hons), BOralH, GDipDent, 
FRACDS(OMS)
Oral & Maxillofacial Surgeon
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Appointment

Date:   .................................................................   Time:   .................................................................

Location:   ..........................................................................................................................................

A courtesy reminder of your appointment time will be sent via SMS. Please ensure that 
any relevant x-rays, letters, and pathology results are available for your appointment.
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