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*Please note all fields must be completed on both pages or referral will not be processed*
	CLIENT INFORMATION:

Surname:  




          
First Name:   
   


   □ M  □ F   Marital Status:  



Address:  






        
Apt:  

   Postal Code:  

   

   

Phone:  

  


           
Health Card #:  


   
             DOB:  






                                                           
    Version Code

          d/m/y

                                                                                                                                 
   Version Code

     d/m/y

Is the client fluent in English?    □ Yes   □ No    If no, specify language(s) spoken:  






Contact Name:
  



         Phone:  H


       W 
 





Does the client have a Power of Attorney (POA) or Substitute Decision Maker (SDM)?  □ Y     □ N      □ Unknown


Name:  
  



         Phone:  H


       W 






Who should be contacted first about this referral?     □ Client   □ Contact  



	PHYSICIAN INFORMATION:


Referring MD:
  

Phone: (      ) 
 
Fax: (      ) 


Signature:     


Date:  
  
 


Physician #:  


Family MD:  




Phone: (      ) 
 



Fax: (      ) 






	REASONS FOR REFERRAL:



	Medical/Physical:

· Complex medical conditions

· Delirium

· Mobility/Falls

· Incontinence

· Medication management

· Medication counselling

· Polypharmacy

· Weight loss/nutrition
	Cognitive/Behavioural:

· Cognition

· Behavioural issues

· Verbal/physical aggression

· Depression/anxiety

· Delusions/hallucinations

· Suicidal ideation/attempts

· Wandering


	Functional:

· Self care

· IADL

· Home safety 

Psychosocial:

· Caregiver/family issues

· Social isolation

· Future planning






	Primary Concern to be addressed:  






	PROVIDENCE HEALTHCARE SPECIALIZED CLINICAL SERVICES

TEL: (416) 285-3665
   FAX: (416) 285-3663
NAME:  

  
                           DOB:  


   HC:  



    


	SERVICES REQUESTED:




	· GERIATRIC MEDICINE CLINIC (Dr. M. Nicula)
	· GERIATRIC PSYCHIATRY CLINIC (Dr I. Ferguson)
	· OUTREACH HOME VISIT

(In-home assessment by 

RN, OT, PT) 
	· PHARMACY HOME VISIT (In-home assessment by a Certified Geriatric pharmacist)


	

	MEDICAL HISTORY:  (Please attach current medication list, relevant consult notes or summary)
COMMUNITY SERVICES USED:



	RECENT INVESTIGATIONS/CONSULTATIONS:
(If “yes” to any of the following, results/consult notes MUST be attached)


Bloodwork (past 3 months)    
(  Y
(  N
(  Pending



X-RAY
(  Y
(  N
(  Pending


CT 
(  Y
(  N
(  Pending


MRI    
(  Y
(  N
(  Pending






Ultrasound    
(  Y
(  N
(  Pending


Consultations (please attach)
(  Y
(  N
(  Pending 

	INFECTION CONTROL:  Is the client currently being treated for any of the following (check all that apply)?


( MRSA
( VRE
( CDIFF
( TB

(  ESBL
( None



	FOR OFFICE USE ONLY:

Accepted for:  
( GM     ( PG     ( Outreach/Pharmacy 
Date Accepted:  ____________________

Priority Status (1-3):  _____
( Appt. letter mailed to client/contact 
APPOINTMENT INFORMATION*:

	· Date:  

  @  

  with Dr. Ferguson
· Date:  ​

  @  

  with Dr. Nicula
· Outreach home visit to be arranged with client within one month.  
Report to follow.

· Patient on cancellation list.

*Please note the patient or designate will be contacted by our office with the appointment time(s).
	· Additional info required:
· Non-admit due to: 





_1147700044

