Dr. Leora Quist, MD, FRCPC REFERRAL REQUEST

Rheumatology | Oakville, Ontario

55 Linmere Terrace, Suite 410 - Fictional address
Phone 289-555-0103 | Fax 289-555-0133
referrals.leora.quist@example.com

Please complete all relevant fields and attach
supporting reports.

PATIENT INFORMATION

Legal name: Date of birth (YYYY-MM-DD):
Health card number: Version code:

Address: City / postal code:

Primary phone: Alternate phone:

Preferred language: Pronouns (optional):

REFERRING CLINICIAN

Clinician name: Billing / licence number:
Clinic / organization: Secure email:

Phone: Fax:

Signature: Date:

REASON FOR REFERRAL

Priority: [ ] Routine [ ] Urgent - clinical rationale required below

Primary clinical question:

Relevant symptoms, duration, and functional impact:

CLINICAL INFORMATION

Relevant medical and surgical history:

Current medications and allergies:

Investigations attached: [] Laboratory [ ] Imaging [ ] Consultation notes [ ] Other

Additional information:

SERVICE-SPECIFIC NOTES

Common referral areas: Rheumatoid arthritis, Psoriatic arthritis, Ankylosing spondylitis, Systemic lupus erythematosus, Polymyalgia rheumatica.
Submission guidance: A physician or nurse-practitioner referral is required. Include symptom duration, joint distribution, inflammatory markers, autoimmune
serology, relevant imaging, current medications, and prior treatment response.
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