
past history
q Alcohol Overuse q Liver Dysfuntion
q Arthritis q Lipid Abnormality
q Arrhythmia: Atrial Fib q Lung Disease
q Arrhythmia: Other q Mental Health
q Cancer q Obesity 
q Cardiomyopathy q Periph. Vas. Disease
q Depression q Renal Dysfuntion
q Hypertension q Tuberculosis (T. B.)
 q Other 

Comments on past history: _______________________

_____________________________________________

_____________________________________________

_____________________________________________

ReFeRReD TO:                  q NP
q Specialist q Ophthalmologist
q Family Physician q Mental Health
q Diabetic Team q Alternative Therapies
q Respiratory services q Tuberculosis (T. B.) 
q Dental q Dietitian
q Children’s Kinsmen Centre q Other

Patient Name
_________________________________________________
HSN #
_________________________________________________
DOB
_________________________________________________  
TReATY #
_________________________________________________
ADDReSS
_________________________________________________
PHONe # ALT #

TO:  _____________________________________________

_________________________________________________

_________________________________________________

_________________________________________________

Phone: _________________  Fax: _____________________

date:  __________________________________________________________________________________________

reason for referral:  _______________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

PLeASe See ATTACHeD  
PAgeS FOR:
q Current Medication List
q Recent Lab Results
q eCg
q Diagnostic Test Results
q Referral Letters
q Transportation Requirements
q Other

from:  ____________________________________
PLeASe SeND ReSuLTS OF CONSuLT iNCLuDiNg TeST 

ReSuLTS TO:
Community ContaCt information

multi-DisCiplinary 
referral form
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