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In order for us to be able to provide your patient with the best possible care, please FAX the following information to:  

FAX
(   416 323-6484

REQUIRED:
*  “OSTEOARTHRITIS PROGRAM Referral”  form completed

* and *

*  X-RAY reports  -  Patient to bring x-rays to appointment

Pt Name: ______________________________________________  DOB (dd/mm/yy): _______/_______/_______

Address: _____________________________________________________________Postal Code:_______________

Home Tel:_______________  Daytime Tel: _______________
Health Card #:
______________________/____

Patient Notification of Appointment:

(  By Referring MD Office

(  By Osteoarthritis Program

Please (all that apply to your patient to assist us is in best meeting their needs:

· Osteoarthritis

· Hip:      (Right   (Left   (Both

· Knee:   (Right   (Left   (Both

· Low Back

· Other:  ___________________________

· Symptoms

· Pain:            (Mild   (Mod   (Severe

· Giving Way: (Yes   (No   (Don’t know

· Locking:       (Yes   (No   (Don’t know

· Other:  ___________________________

· Attended TAS Arthritis Self-Management Program
Height:  ______________________________________

Weight:  ______________________________________


· Treatment to Date

· Analgesics:  _______________________

· NSAIDs:  _________________________

· Injections:  (Steroid   (Hyaluronic Acid

· Physiotherapy

· Occupational Therapy

· Other:  ___________________________

· Assistive Devices Used

· None, OR – indicate below all that apply

· Cane(s)

· Walker

· Crutches

· Wheelchair

· Raised Toilet Seat

· Bath Chair / Bath Bench


Physician Name:  __________________________________  Telephone:  ___________________________

Address:  ______________________________________________  Fax:  ___________________________

Date of Referral:  ________________________________________________________________________

OSTEOARTHRITIS  PROGRAM Referral





Referring MD Signature:						Billing #:








Women’s College Hospital


76 Grenville St., 8 East


Toronto, ON  M5S 1B2


Tel  416 323-2663	Fax  416 323-6484








Please indicate (():     Referral is for    (		(  Consultation ONLY		(  Consultation AND Follow-up





Other relevant health history – PLEASE SPECIFY or PROVIDE RELEVANT REPORTS with this referral:


( Hx GI ulcer/bleeding _________________________	( Heart disease ________________________________


( Anticoagulants _____________________________	( Back pain/complaints __________________________


( ASA _____________________________________	( Fibromyalgia ________________________________


( Other							( Renal disease: _________________________________ 
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