
 
 

Location 
Virtual Clinic 
Physical Clinic:                                     
Referral date (dd/mm/yyyy):  

​
Referring Physician 

 

Name:  Billing #:  

Phone #:  Fax #:  

 
Patient Information 

Name: Date of Birth (dd/mm/yyyy): 

OHIP #:  Phone #:  

Email:  Address:  

 
Reason for Referral: 

 
 

 
 

Medications: 
 
 

Allergies: 
 
 
 

 
Medical History: 
 
 
 
Social History: 
 
 
 

Once completed, please return by fax to: 1-844-777-1730  
We will contact the patient directly.  
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