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Please print all information and fax all relevant information with this referral form

We will contact your office with an appointment time

NAME:   






DOB:






ADDRESS:






PHN:






                                                                               POSTAL CODE:                                                             

TELEPHONE: (H)________________________ (W) _____________________(C) ________________
Reason for referral:

1. ( Abnormal SMP Exam. SMPBC ID#: 



 (Please fax SMP letter)

2. ( Breast symptoms 












     please indicate location on diagram
    if patient has had a previous biopsy – please draw scar on diagram and send pathology report
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· Lump/thickening

· Nipple Discharge

         Spontaneous?       Y / N

         Colour    _____________

(  Other (specify) _______________
3. Review of outside imaging for ( 2nd opinion ( Stereo biopsy suggested by outside radiologist,
   ( Other: 




Review of previous examinations is essential for accurate diagnosis.  Referral cannot be processed without completion of this section.  Please list all relevant breast imaging exams and procedures 
	Procedures – Mammograms (Screening and/or Diagnostic) Ultrasound, Biopsies
	Date performed

	Location
	 

	1)


	
	
	Wheelchair

	

	2)


	
	
	Interpreter:
   Language
	

	3)


	
	
	
	


Referring Physician:


 
  Billing: #:

 Phone #: 

  Fax: 




Family  Physician:


 
  Billing: #:

 

     (if different from above)
Referring Physician’s signature: 






Date: _______________________________



BREAST HEALTH PROGRAM REFERRAL


F2 – 4500 Oak Street, Vancouver, BC   V6H 3N1





Tel: 604-875-3705                       Fax: 604-875-3080
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