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SKINHEALTHINSTITUTE.ORG.AU

The Skin Health Institute is a not-for-profit centre of excellence in skin health that delivers highly 
specialised clinical treatment, education and research for skin diseases, skin cancers and 
melanoma.

At the Skin Health Institute, we aim to improve skin health for all Australians, with the research we 
conduct shaping clinical treatment and practice around the world. We provide thousands of patient 
treatments each year, and deliver education programs for dermatologists, registrars and 
healthcare worker as well as public education programs aimed at improving skin health in the 
community, with a focus on chronic skin conditions, such as eczema and psoriasis.

The Institute conducts clinical trials and research projects that are published and presented 
internationally. We make substantial contributions to the worldwide clinical care and management 
of skin diseases, skin cancer and melanoma, and are recognised globally for our contributions to 
medical research.

(Referring doctor to complete)

Postcode:

Patient’s name: Mr Mrs Ms 

First name: 

Patient's address: Street address: 

Suburb:

Patient's contact number:

Name and address of referring doctor:

Provider number:

Date referred:

Last name: 

Patient's date of birth:

State:



Acne

Alopecia

Atopic Dermatitis

Epidermolysis Bullosa

Hidradenitis suppurativa

Hyperhidrosis

Male/female hair loss

Medical Photography Services 

Melanoma Assessment and Treatment 

Men's Health

Nail conditions

NMSC Assessment and Treatment 

Occupational Contact Dermatitis

Oral Mucosal Conditions

Patch Testing

Podiatry Dermatology

Psoriasis

Rosacea

Trichotillomania

Verruca vulgaris

Vitiligo

Other 

Please detail:

Please tick which skin condition you would like to refer your patient for:

YES NO

PATIENT REFERRAL
Patient's Medical History (Referring doctor to complete)

Is the patient allergic to any drugs or local anaesthestic?

Details: 

Are they currently taking any medications?

Do they a history of any of the following:

Details: 

Heart disease 

Liver disease 

Kidney disease 

Eye disease
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