)

ENDOSCOPY SERVICES

- All patients must be referred by a physician. - Date: ...
Patient’s Name (Last Name / First Name) Referring Physician
Patient’s Address or Label Physician’s Address or Stamp
Health Card No. Gender (pls.circle) | Physician Referring Number

Male Female
Daytime Phone Evening Phone Physician’s Phone No. Physician’s Fax No.
Returning patient ? (treated at RUDD or PES clinic in the past) [IYes LI No

Reason for Referral
[] Consultation only (please describe)

[] Colonoscopy [1 Gastroscopy
(] Screening 1 Abdominal pain; dyspepsia
] Rectal bleeding / OB positive '] Anemia
'] Anorectal problems (please describe) LOther oo
"1 Other

Medical History
1 Hx of adverse reaction to sedation /anaesthesia '] Emphysema/Severe COPD
| Diabetes Mellitus: Type | or Type I L] Patient uses prophylactic antibiotics
1 On anticoagulants? I Prosthetic heart valve

{1 MI'/ Unstable angina last 6 months [l Abnormal renal function
'l Ambulatory? Lastserum Cr ........ccoevnenen.

Medications: Allergies:

Can we have home contact with patient? Please indicate v if you require additional referral
1 Yes [1No forms L]

Central Referral and Booking for all locations:
Please FAX this form to 905-607-0013 OR 416-597-2912 TEL.: 905-607-0022 / 416-597-0997
Email: toronto@ruddclinic.com / info@provisendoscopy.com

MISSISSAUGA PES Clinic OAKVILLE PES Clinic TORONTO RUDD Clinic
Provis Endoscopy Mississauga Inc. Provis Endoscopy Oakville Inc. Rudd Services Ltd.

3095 Glen Erin Drive, Suite 7-10 710 Dorval Drive, Suite 202 123 Edward Street, Suite 825
Mississauga, Ont., Canada L5L 1J3 Oakville, Ontario, L6K 3V7 Toronto, Ontario, M5G 1E2

CL 010PES - Referral Form
Revised March 14, 2008




