
PATIENT REFERRAL FORM
APPOINTMENT INFORMATION
	

Date of Request (DD/MM/YY)       sPeCIaLIst’s NaMe (If unknown, otN will provide assistance)    sPeCIaLtY Request

TYPE OF APPOINTMENT:     m NeW PatIeNt CoNsuLt       m foLLoW-uP VIsIt    WsIB#:

REFERRING PHYSICIAN INFORMATION
	

RefeRRING PHYsICIaN’s NaMe (first/Last)  PHoNe                      faX	

RefeRRING PHYsICIaN oHIP BILLING NuMBeR  faMILY PHYsICIaN’s NaMe (first/Last if different from above)	

aDDRess      CItY     PRoVINCe        PostaL CoDe	

e-MaIL aDDRess	

PATIENT INFORMATION
	

NaMe (first/Last)     Date of BIRtH (DD/MM/YY)            

MotHeR’s MaIDeN NaMe         fatHeR’s fIRst NaMe	

HeaLtH CaRD NuMBeR    VeRsIoN CoDe           eXPIRY Date (DD/MM/YY)	

aDDRess      CItY     PRoVINCe        PostaL CoDe	

CuRReNt PHoNe NuMBeR (Home)   aLteRNate PHoNe NuMBeR (Work/Cell)         PRefeRReD LaNGuaGe	

SUPPLEMENTAL INFORMATION (not always required)
	

PaReNt/GuaRDIaN/suBstItute DeCIsIoN MakeR  PHoNe (Home)       PHoNe (Work/Cell)	

IF KNOWN: NaMe of  teLeHeaLtH sIte   tIMe of CoNsuLt       estIMateD LeNGtH of CoNsuLt	

REASON FOR REFERRAL (please attach relevant reports including current list of medications)	

In accordance with the Personal Health Information Protection Act, 2004 (Ontario), I agree to be bound by ‘Terms and Conditions for Referring Clinicians’ as 
currently posted on the OTN website www.otn.ca or available on request by calling 1.866.454.OTN1.
	

sIGNatuRe of RefeRRING PHYsICIaN

fax to 1.888.879.2807 for 
the otN scheduling services

this document contains personal health information and must be protected in accordance with ontario’s Personal Health Information Protection Act, 2004.

sIte NaMe/sYsteM No.	

	

aPPoINtMeNt Date (DD/MM/YY)	 	

aPPoINtMeNt tIMe

OTN USE ONLY 

m  MaLe    m  feMaLe

19.25.F.v1


