
Your doctors has recommended that you use Riverina Cardiology. You may choose another provider but please discuss this with your doctor first.  
 

Ph 02 6926 0300 20 Docker Street, Wagga Wagga NSW 2650 Fax 02 6925 5477 
 ABN 79 115 630 266 

 

 

RIVERINA  

CARDIOLOGY 
 
 

 

 

Prof Gerard E Carroll AM 

MBBS(Hons) Sydney, FRACP FCSANZ 
Provider No:  0428832Y 

 
A/Prof Michael McCready 
MD Toronto, FRCPC FRACP 
Provider No:  2578973F 

 
A/Prof Peter Ruchin 
MBBS Adelaide, FRACP FCSANZ 
Provider No:  2306018J 

A/Prof Joseph J Suttie 
MBBS BSc(Med)(Hons)(1) UNSW, 
DPhil(Oxon), FRACP 
Provider No:  2495363K 
 

A/Prof David Gallagher 
MD UNSW, FRACP 
Provider No:  046478BH 
 

Prof John K French 
BMedSc MBChB Otago PhD Adelaide,  
FRACP FESC FACC 
Provider No:  0312727X  REFERRAL FORM 

 

 
 
 
 
 
 
 
 
 
 

 

 Consultation (Cardiac and/or General Medicine) 

 Stress echo including associated consultation 

 Echocardiography 

 Holter monitor study 

 Ambulatory Blood Pressure monitor study 

 

Clinical Details ______________________________________________________________________________  

 __________________________________________________________________________________________  

 __________________________________________________________________________________________  

 __________________________________________________________________________________________  

Patient Instructions __________________________________________________________________________  

 __________________________________________________________________________________________  

 

Doctor Signature ____________________________________ Date  ___________________________________  

 

 

 

 

 

 

 

Enter via Dwyer Ave, off street parking available. 

 

Patient Details (or sticker) 

Name  ________________________________________  

Date of Birth  __________________________________  

Address  ______________________________________  

Telephone ____________________________________  

Referring Doctor  

Name  ________________________________________  

Provider Number ________________________________  

Address  _______________________________________  

Telephone _____________________________________  

Appointment Details  

Date  _________________________________________  

Time  _________________________________________  

Doctor________________________________________  

 


