
URGENCY:      Routine       Semi-Urgent       Urgent

Preferred name:                                                                      WCH Medical Record Number (if known):                                       

Gender:                             Pronouns:        He/Him        She/Her        They/Them        Other  

Other insurance coverage (IFH, UHIP, etc.):                                                                                        Self-pay

Language spoken:       Interpreter required:         Yes        No

Allergies:        
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76 Grenville Street
Toronto, Ontario
M5S 1B2

Tel: 416-323-7559 x 4    Fax: 416-323-7739

 NEPHROLOGY REFERRAL FORM

Name:
Address:
Telephone:
Fax:

□ Acute Kidney Injury _____________________________________________________
□ Chronic Kidney Disease _________________________________________________
□ Hypertension__________________________________________________________
□ Electrolyte Abnormality__________________________________________________
□ Other: _______________________________________________________________
_______________________________________________________________________
_______________________________________________________________________

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 attach any relevant:

Abdominal imaging 
Kidney imaging

Current Conditions:
Past Medical History:
Medications:
Family History:

REFERRAL DATE:         /         /             
                                DD / MM / YYYY 

PATIENT INFORMATION
(Affix Patient Label/Identification Here)

MRN:____________  HCN:___________________________

Name:___________________________________________ 

Sex:___________  Date of Birth:_______________________

Address:__________________________________________

Telephone:________________________________________

        /         /
DD  /  MM  /  YYYY

Additional Comments:______________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
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