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	Specialized Geriatric Services

Referral Form

Tel: (416) 756-6050 – x 8060   Fax: (416) 756-3144
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Regional Geriatric Program of Toronto

	Name of Client
	
	
	· M
	· F

	
	surname
	first name
	

	Address
	
	
	
	ON
	

	
	Street Name and Number
	Apartment
	City
	Prov.
	Postal Code

	Phone #
	
	Marital Status
	

	Health Card #
	__  __  __  __  /  __  __  __  /  __  __  __
	__  __
	DOB
	

	
	
	version code
	d / m / y

	Contact Person
	                                                 
	Relationship
	
	Phone #
	

	Is client/substitute decision maker agreeable to referral
	· Yes
	· No
	

	INSTRUCTIONS:  Please indicate reason(s) for referral, complete the medical information section and check preferred service.  By completing this referral form, your patient will have access to specialized geriatric medicine and geriatric psychiatry services.  Each referral will be triaged to the most appropriate service(s).

	REASON FOR REFERRAL

· ADL/IADL

· behavioural difficulties

· caregiver stress

· cognition/dementia

· delirium

· delusions/hallucinations

· depression/anxiety

· foot problems

· home safety

· incontinence

· medication

· mobility/falls

· psychosocial

· suicidal ideation/attempts

· verbal/physical aggression

· wandering

· weight loss/nutrition
	MEDICAL INFORMATION
	AMBULATORY SERVICES
· Geriatric Day Hospital Interdisciplinary outpatient rehab and wellness program.
· Geriatric Medicine Clinic Comprehensive assessment by geriatrician and nurse.
· Geriatric Psychiatry Clinic Consult by geriatric psychiatrist.  Follow-up as needed.
· Memory Clinic Consult by interdisciplinary team & geriatric physician.
· Geriatric Parkinson’s Clinic       Comprehensive assessment by physician & pharmacist.
· Parkinson’s Education & Ex. Program Pharmacist/Physiotherapist consultation & group education.
OUTREACH SERVICES
· Geriatric Medicine Outreach Team
In home medical/functional assessment.
· Geriatric Psychiatry Outreach Team
In home psychiatric assessment.

	
	Main Concern(s)
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	Medical History – Medications
	

	
	(please attach copy of CPP if available)
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	Name of Referring MD (please print)
	
	Phone No.
	

	Signature of Referring MD
	
	Date (d/m/y)
	

	Name of Family MD (please print)
	
	Phone No.
	

	Signature of Family MD     
	
	Date (d/m/y)
	

	
	
	
	

	Please fax to (416) 756-3144 along with related consultation notes and/or recent lab results


Geriatricians: Dr. Gabriel Chan, Dr. Kam-Tong Yeung, Dr. Bianca Petrut



  Geriatric Psychiatrists:  Dr.  Goran Eryavec, Dr. Anne Ferguson, Dr. Franklin Wong
SGS Family Physicians: Dr. Patrick Chu, Dr. Joyce Lee
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Including the IODE Children’s Centre

Embracing Health







