g St. Ioseph’s Healﬂl:ggte;n

Centre for Ambulatory Health Services
2757 King Street East
Hamilton, Ontario, Canada L8G 5E4
Tel. (205} 573-7777

REFERRAL FORM .
| PATENT/CLIENT/IDENTIFICATION T N
' / / O Male 1] Female
Last lame First Narne : 0.0.B. (ywmo/day)
Addres City ) Province Postal Code
HomeTelephone ) Business Telephone . Health Care #

Currnt living arangements: CJAlone (O Spouse [ Family () Insttuion [ Other

CAF= PROVIDER IDENTIFICATION/CONTACT PERSON

Lzst rtame - : First Name

Agdres - Gity Province Postal Code
HomeTelephone . Business Telephone Rejationship
REFIRRALSOURCE '

Last hame First Name
'Addre:s City Province Postal Code
Disciping Na.rne of Service Office Telephone #

(] Ferily Physician [ Consulting Physician [ Other

CURRENT MEDICAL DIAGNOSES & RELEVANT PAST DIAGNOSES:
REASON FOR REFERRAL:

ALLERGIES AND MEDICATION:

O No known allergies
1 Drug allergies
(0 Food allergies
Prescribed Medications:

PO 32826/01  *Please turn over and check off the approprizte information under the program to which you ars referring.




(2 ASTHMA EDUCATION PROGRAM Phone: 805.573.7777 Ext. 8403 Fax: 208.573.4815

Irs dtate education level you suggest:
3 level 1: General asthma and drug inforrmation, drug mtormat;on drug delivery techniques, and Splrometry (pre &
pos bronchedilater: 2 puffs, ventolin 100 meg or client's usual bronchodilater)

3 level 2: Includes I_evel 1 information, follow-up visits, peak flow monitoring, spirometry (pre & post bronchodilator:
2 piffs, ventolin 100 meg or chient’s usual bronchodilator) and implementation of action plan as instructed Dy referring
prysician. '

[k CHIROPODY Phone: 805.573.4817 Fax; 805.573.4815

Corsultation note requested: T Yes [ No
Pernission given for Chiropodist to order:

¥ Culture and sensitivity test for ulcers

X J-rays of the feet to assess osteopathic changes

) CONTINENCE PROGRAM Phone: 805.573.4823 Fax: $05.560.1574
CORMURICATION DISORDERS Phone: 903.573.4803 Fax: 905.573.4838
J fudiclogy  WCB Claim # (if zpplicable)

T $peech-Language Pathology
* Unkss stherwise indicated, all patients referred for SLP assessment will have an Audiometric Screening.

1 IABETES PROGRAM NEW REFERRAL - Phone: 905.573.4818 Fax 905.573.4843

RE- REFERRAL
Q =r ##Plezse send Lab results
. . . (Fasting Glucose/HbAIC)

Your referral and signeture zt the betiom of this form authorizes: with refecal®*

. dietitian to alter meal plans

. RN 1o arrange blood and urine tests as mdlcated

. Prescribed medication (i.e. Insulfin/oral hypoglycemics) will be adjusted accerding to blood glucose patients
and in accordance with the policies and procedures of St. Joseph's Healthcare, Hamilion, Centre for
Ambulatory Health Services.

Duretion and Type of Diabetes: years (J IDDM (J NIDDM  Insulin (type & dose)

Diet Restrictions Oral Agents (type & dose)

[] HEALTH FOR OLDER ADULTS PROGRAM (GERIATRICS) Phone: 905.573.4818 Fax: 905.573.4820

O STAY WELL PROGRAM - Phone: 905.573.4844 Fax: 905.573.4820

O COMMUNITY NUTRITION PROGRAM .Phone: 905.573.4805 Fax: 905.573.48343

1 High BP J Smokes 3 Sedentary QcvDh
[ Weight management (group education prograrm) [ Eating disorder referral
O Individua! Nutrition Counseling 1 Psychoeducational Group 1 Both

SIGNATURE OF REFERRING PROFESSIONAL

< 4

Signature Date




2 ASTHMA EDUCATION PROGRAM Phone: 805.573.7777 Ext. 8403 Fax 905.573.4515

Ine dtate education level you suggest:
(3 level 1: General asthma and drug information, drug mfon'nanon, drug delivery technigues, and sp:rometry (pre &
peos:bronchodilater: 2 puifs, ventolin 100 meg or client's usual bronchodilator}

(2 tevel 20 Includes fevel 1 information, follow-up visits, peak flow monitoring, spirometry (pre & post bronchodilator:
2 pufs, ventolin 100 rncg or client’s usual bronchodilater) and implementation of action plan as instructed by referring
orysician.

[k CHIROPODY Phone: 805.573.4817 Fax: 805.573.4815

Corsultation note requested: [ Yes [ No
Pernission given for Chiropodist to orden

F Culture and sensitivity test for ulcers

CF s-rays of the feet to assess osteopathic changes

X CONTINENCE PROGRAM Phone: 805.573.4823 Fax: 805.560.1574
CORMURICATION DISORDERS- Phone: 805.573.4803 Fax 905.573.4838
¥ Audiclogy  WCB Claim & G appﬁcable)

¥ Speech-language Pathology
* Unlss otherwise indicated, all patients referred for SLP assessment will have an Audiometric Screening.

¥ DIABETES PROGRAM NEW REFERRAL - Phone: 905.573.4819 Fax: 805.573.4843

RE- REFERRAL
O v *¥Plezse send Lab results
. . . (Fastne Glucose/ HbA.‘LC)

Your referral and signature at the bettom of this form authorizes: with refarralick

. dietifian to alter meal plans

. RN fo arrange bloed and urine fests as :ndu:aied

. Prescribed medication {l.e. Insufin/oral hypoglycemics) will be adjusted according to b]cmd glucose patients
and in accordance with the policies and procedures of St. Joseph's Healthcare, Hamilton, Centre for
Ambulatory Health Services.

Durstion and Type of Diabetes: years (J IDDM [ NIDDM  insulin (type & dose)

Diet Resfrictions Oral Agents (type & dose)

{1 HEALTH FOR OLDER ADULTS PROGRAM (GERIATRICS) FPhone: 905.573.4818 Fax: 805.573.4820

L1 STAY WELL PROGRAM - Phone: 805.573.4844 Fax: 905.573.4820

{0 COMMUNITY NUTRITION PROGRAM -Phone: 505.573.4805 Fax 905.573.48343

(] High BP [l Smokes ] Sedertary gcvp
[ Weight management {group education program) 2 E=fing disorder referral
(3 Individual Nutrition Counseling ] #sychosducational Group O Both

SIGNATURE OF REFERRING PROFESSIONAL

L3 +

Signature Date




§ St.Joseph's Healthcare

) Hamilton

Centre for Ambulatory Heaith Services
2757 King Street East

Hamilten, Ontario, Canada L8G 5E4

Tel. (905) 573-7777 .
REFERRAL FORM
PATENT/CLIENT/DENTIFICATION
- ‘ / / U Male -] Female
ast lame First Name - D.O.B. (yr/mo/day)
Addres Chty ) Province Postal Code
HomeéTelephone - Busin&csfrel_ephune - Health Care #

Curent iving amangements: [ Alone [J Spouse [ Family O Institution [ Other

CAFE PROVIDER IDENTIFICATION/CONTACT PERSON

Lzst tame : First Name
Addras ' City Province Pastal Code
HomeTelephone . Business Telephone Relationship
REFIRRALSOURCE
Last hame First Name
| Address City Province Fc;stal Code
Discipine Na.me of Service Office Telephone #

[} Femily Physician [ Consulfing Physician [ Other

CURRENT MEDICAL DIAGNOSES & RELEVANT PAST DIAGNOSES:
REASON FOR REFERRAL:

ALL ERGIES AND MEDICATION:
] No known allergies

[ Drug aliergieé
[ Feod allergles
Prescribed Medications:

- 4

PD3e828/01  *Please furmn over and check off the appropriate information under the program to which you are referring.




