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Referral Ticket for Dar Kenn Għal Saħħtek  (Gozo Services) 
 

PATIENT DETAILS                                

Surname*:  Name*:  DOB*:                      

ID No*:  Contact No*:  

Service user (or legal guardian/s in case of minors) informed of this referral:       Yes            No 

REASON FOR REFERRAL                                                         Please also attach any relevant, recent clinical correspondence 

Reason/s for Referral*: (include nature of support system, background information) 

 

 

 

Past History: 

 

 

Clinical Examination Findings: 

 

 

Current Treatment and any Allergies: 

 

 

Investigations by referring doctor prior to referral: Kindly attach if not available through iCM. 

(Urine/ Blood/ Chest X-ray /others)  

 

REFERRER DETAILS 

Referred by*:  

(include stamp when available) 

 
 

 
Contact Number: 

Email: 
 

Signature: _________________________ 
 

Date of referral*: _________________________________ 
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PLEASE FORWARD REFERRAL FORM TO:  

By e-mail / post: 
Administration Office,  
Dar Kenn Għal Saħħtek, Triq Dar Il-Kaptan, L-Imtarfa 

 
 

 

FOR OFFICE USE 

Date received: 

Referral forwarded to in-house GP / Psychiatrist for first consultation     _______________ 

Additional Comments: 

 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

 

 


