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Cardioversion Request Form

Referral Information:
Date Sent
Referring Clinician Physician Name (print):

Physician Signature:

Physician CPSO #:

Office Telephone #
Office Fax #

Patient Information:
Patient Name
Patient DOB
Primary Phone #
Health Card # & Version Code
OSMH MRN (if applicable)
Reason for Request:

Consult Note attached with Yes [ or No [
pertinent cardiac history:
Physician’s Orders completed, | Yes 0 or No O
attached and signed

For P.A.C Use Only

Date & Time for Cardioversion:
[0 Cardioversion Team Notified
[0 Case Anesthetist Notified

SURGICAL PRE-ADMISSION FAX: 705.325.5945 | PHONE: 705.325.220 ext. 3343 | 170 COLBORNE ST. W., ORILLIA, ON L3V 2Z3



