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76 Grenville Street
Toronto, Ontario
M5S 1B2

Tel: 416-323-6344    Fax: 416-323-6115

 RHEUMATOLOGY REFERRAL FORM

Name: ___________________________ DOB: _____________

Sex: ____  Email address: ______________________________

Health card: ____________________ Version code: _________

Full address: ________________________________________

Telephone: ________________  Alternate #: _______________ 

PATIENT INFORMATION 
(Affix Patient Label/Identification Here) 

DD/MM/YYYY
/      /

Name:
Address:
Telephone:
Fax:

Reason for referral: ________________________________________________________
Onset of Symptoms:□ Less than 6 weeks□ 6 weeks to 6 months□ Greater than 6 months
Please specify: ____________________________________________________________
Is there evidence of joint swelling?
□ No  □ Yes    □ Suspected
Has the patient previously seen a rheumatologist for this concern?
□ No  □ Yes - If yes, please specify: ___________________________________________
Are there other features suggestive of a rheumatologic condition?
□ No  □ Yes - If yes, please specify: ___________________________________________

Billing #: ______________________________

Signature: _____________________________

Fax Disclaimer: This fax transmission contains confidential information that is intended only for the Women’s College Hospital Clinics. If you are not the
intended recipient, you are hereby notified that any disclosure, copying or distribution of the contents of this fax is strictly prohibited. If you have received
this fax transmission in error, please immediately notify the referring health practitioner at the telephone number provided above to arrange for the return
or destruction of this document.

REASON FOR REFERRAL

FAMILY AND MEDICAL HISTORY

REFERRING PROVIDER INFORMATION

ADDITIONAL PATIENT INFORMATION

Referring Provider is not the Primary Care Provider
Primary Care Provider Name: _____________________________________________
Primary Care Provider Telephone: __________________________________________

SPECIFIC PHYSICIAN:      No (First Available)      Yes (Dr. ________________________________________)

Please indicate which 
joints/body regions are 
affected?

Current Conditions:
Past Medical Hsitory:
Medications:
Famliy History:

Please attach the following (if applicable)

□ X-ray results

□ Bloodwork

□ Previous relevant consultations 

REFERRAL DATE:         /         /             
                                DD / MM / YYYY 

URGENCY:      Routine       Urgent       Semi-Urgent
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