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ORTHOPAEDIC SURGERY
FRACTURE CLINIC REFERRAL FORM

TEL: (416) 469-6384

FAX: (416) 469-6424

REF

Patient ID Label

O Routine O urgent
Patient Last Name: Given Name: O m| Dateof Bith:  (DD/MMM/YYYY)
ar
Address: Apt#: Telephone Number — Primary Number:
Town or City: Province: Postal Code: Telephone Number —Work Number:
Contact Person (Caregiver/Parent/Guardian: Relationship To Patient: Telephone Number - Contact Person:
Family Physician: Ontario Health Card Number:  version Code Email Address For Virtual Consult:
Height (cm): | Weight (kgs): | Allergies: ONo OYes OUnknown
Required PRIVACY: If we call the patient, can we leave a voice message? ONo [OYes
Qu%stionS' WSIB: Is this treatment due to a work related injury? ONo [OYes
' American Sign Language interpreter required? ONo [OYes
Language interpreter required? - specity: [ONo [Yes
Referred To: O First Available Appointment Referral Date:
O Dr. Abouali O br. Chang O Dr. Kraemer O Dr. weiler
O or. catre O or. Higgins O Dr. Tsvetkov O br. wong
Reason For [0 Second Opinion [ Started with Injury [ WSIB Assessment [1 Other:
Referral:
Investigations To Date: [ X-ray O CT O MRI O ultrasound [ Lab Tests O Procedures Notes [ Consultation Notes
[ other Tests:
Past Medical History:
Medications:
Physician Name: Ontario
Referring \ Somate
. £ ervices
Physician: ; Ceaﬂ Prc;rmn
Telephone Number: Fax Number: K by Cognisant

C ) C )

Physician’s Signature: Billing#:

We now accept Ocean eReferrals
for various clinics. The best way
to find Specialist and refer your

Appointment
Information:

RTSTC
Reference ID:

patients. For more information
and to sign-up for your Ocean user

account, contact Ontario eHealth
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