
 
     

      
  

 

            
              

 
                    

         
                 

  
               

           
               

             
 

  
                   

              

    
             

        

 
 

  
             

        

       
 

           
                                                                              
                 
     

   
 
 
 

 
                       

                

 

    
   

 

 
   

 

 
 

 
  

  

 
  

   
 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

General Neurology Clinic Referral 
Fax: 416-864-5712 
Telephone: 416-864-5056 
Please note: This is a general neurology clinic aiming to provide St. 

St. Clair Ave. 
(to the North) 

Bathurst 
St. (to the 

West) 

Catchment 
area 

Coxwell 
Ave. (to 
the East) 

Lake Ontario 
(to the South) 

Michael's Hospital and affiliated clinic patients with timely assessment of undifferentiated neurological symptoms. 

We do not have the capacity to see patients residing outside the catchment area except in rare circumstances (if the 

patient receives all their specialised/primary care at St Michael's). 
We do not provide second opinions. Patients who already have neurologists should be referred to their own 
neurologists. 
We cannot accept referrals for the following: management of chronic pain (including chronic headaches), head-injury 
related problems, and neuropsychiatric symptoms. Please refer to appropriate specialized clinics. 
As we strive to provide timely evaluation for undifferentiated neurological disorders, we cannot assume longitudinal 
care for chronic neurological disorders which are best managed in specialty neurology clinics. 

Patient Demographics 

Last Name _______________________________ First Name____________________________ 

DOB________________ OHIP Number_________________________ Version Code __________ 

Address_______________________________________ City___________ Postal Code___________ 

Phone Number _______________ Alternate #. __________________ 

Alternative Contact Person (name and phone number) _____________________________________ 

Physician Information 

Referring Physician (please print name): ____________________________ Billing #: ____________ 

Address: __________________________________ Fax _____________Telephone_____________ 

Results CC to (name and fax number)___________________________________________________ 

Referral Information – Please check the most appropriate reason for referral 
[ ] Vertigo [ ] Seizure/Epilepsy/Altered consciousness 

[ ] Parkinsonism/Tremor/Movement Disorders [ ] Weakness / Numbness / Unsteadiness 

[ ] Other: _________________________________________________________________________ 

Additional Information: ______________________________________________________________ 

Neuroimaging completed (CT or MRI) [ ] No [ ] Yes. Please attach results if not done at SMH. 
Patient may be suitable for virtual assessment [ ] No [ ] Yes 




