Dr. Rohan Ellery, MD FP

ohan Ellery, MD, CC REFERRAL REQUEST
General Practice | Kitchener, Ontario
142 Alderwick Parade, Unit 12 - Fictional address Please complete all relevant fields and attach
Phone 519-555-0105 | Fax 519-555-0135 supporting reports.
referrals.rohan.ellery@example.com

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: Hypertension, Diabetes, COPD, Osteoarthritis, Depression.
Submission guidance: No referral is required. Please provide recent discharge summaries, consultation reports, investigation results, and a current medication list
when requesting shared or transitional care.
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