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Ambulatory Clinic Referral Form


      Phone: (604) 875-2160


     Fax: (604) 875-2871
Complete this ENTIRE form accurately and  FAX Prenatal Records Parts 1&2,
Ultrasound(s), Consult(s), Current Blood work **WITH THIS REFERRAL**
INCOMPLETE FORMS WILL BE RETURNED TO REFERRING OFFICE

We will call you back with an appointment within a week
	Appointment

Date:

Time:


	Type of referral:

□  Hematology                          Dr. P. Tsang 
□  Internal Medicine                 Dr. S. Purkiss, Dr. L. Magee, Dr. S. Clarke
□  Anesthesia                      
□  Infectious Disease                 Dr. J. Van Schalkwyk, Dr. D. Money
□  Nutrition


	Patient’s Last Name:                                                          Given Names:



	Date of Birth:

	PHN:
	LMP:                        EDC:

	Pt’s Address:                                                                Postal Code:



	Pt’s Home Phone #:                                       Work #:

                       Cell #:
	Language Barrier:    Y / N

If yes, which language?



	Referring Physician:                                        Phone #:                                              Billing #:

                                                                                Fax #:

	□  Pre-Pregnant                        □  Pregnant                         □  Postpartum                    □  Gynecologic (ID only)
** Documents enclosed:

□  Prenatal 1 & 2                □  Blood work results       □  Consult notes            □  Diagnostic tests
** Reason for Referral (must be completed):
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