
After completing, please fax to 
416-304-0257

Referral Form

Date of Referral: 

Patient Name: 

DOB:  

Health Card #: 

Phone#:      

Cell/Alternate#:  

Referring Physician:

Phone:  

Fax: 

Billing #  

Address:  Address:  

Reason for Referral:

Previous Diagnosis (if known):                                                            

Medications & Dosages:

Pertinent Medical History:

Pertinent Family History:

Referring Doctor’s Signature:                                                                             Date:  



After completing, please fax to 
416-304-0257


	Referral Form

