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JOSEPH'S

HEAILITH CENTRE TORONTO




THE CLINIC FOR HEALTHY AGING
30 The Queensway

Toronto, ON M6R 1B5  

Tel: 416-530-6607     Fax: 416-530-6050
	ADDRESSOGRAPH

Name: ____________________________________

Male (  Female  (
MRN :_____________________________________

DOB: _____________________________________

Address:___________________________________

__________________________________________

Telephone: _________________________________

OHIP #: ____________________________________

	
	



	Contact Person / SDM: ______________________________ Relationship: ______________________________________
Phone #: ____________________ Alternative phone #: ____________________ Languages Spoken: ________________   

	Interpreter Required? ( Yes  ( No 
	Is patient or SDM aware of referral?   ( Yes  ( No

	Is this patient currently driving? ( Yes  ( No
	Does patient live alone? ( Yes  ( No

	CRITERIA FOR REFERRAL
	MEDICAL INFORMATION

	( Age 70 years or older (unless suspected early onset dementia) 

AND AT LEAST ONE OF:

( Cognitive decline
( Falls

( Behavioural changes
( Depression/anxiety
( Functional decline
( Polypharmacy/de-prescribing
( Other (specify): 


	Reason for referral:
______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

Medications (( Please list here or fax the list with referral):
______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

Past Medical History (( Please include all relevant notes and consult reports):
_____________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________
Is LHIN Involved?  ( Yes 
( No 
( Not sure

Other Agency Involvement? 
( Yes   ( No

Other Agency Name:___________________________    Phone #:_________________

	REFERRAL INFORMATION

	Name of Referring Physician / Nurse Practitioner  (Print): __________________________  Billing #:__________________
Signature of Referring MD / NP: ______________________________
Date of Referral: ______________(YYYY/MM/DD) 

Phone #:___________________________ Fax #: ________________________ 

Please Attach:  
( Recent Lab Results  ( Recent Imaging Results  ( Discharge Summary and Consult Notes 
Number of Pages Faxed: __________ pages

	For Office Use Only:




P0999 (ACC)-JUNE 2018
(archive:  11/2010) 


