
	
   Patient	
  Referral	
  form	
  to	
  
SCS	
  ED	
  

	
  
	
  

(Affix	
  Patient	
  Sticker	
  Here)	
  

911	
  

	
  
If	
  your	
  patient	
  is	
  acutely	
  ill,	
  in	
  distress,	
  or	
  has	
  abnormal	
  vital	
  signs/LOC,	
  	
  

please	
  call	
  911	
  now	
  for	
  EMS	
  services.	
  	
  	
  
Calling	
  the	
  ER	
  physician	
  on	
  duty	
  or	
  Triage	
  will	
  only	
  delay	
  care	
  to	
  your	
  patient,	
  and	
  take	
  time	
  away	
  from	
  the	
  care	
  of	
  other	
  patients.	
  	
  

Paramedics	
  are	
  experts	
  at	
  treating	
  and	
  transporting	
  ill	
  patients	
  and	
  will	
  bring	
  all	
  the	
  information	
  with	
  them.	
  

W
e	
  are	
  	
  
H
ere	
  

	
  
1. The	
  SCS	
  ED	
  is	
  open	
  24hrs	
  a	
  day	
  all	
  year	
  round	
  to	
  serve	
  patients.	
  We	
  are	
  happy	
  to	
  accept	
  your	
  referrals	
  any	
  time.	
  However,	
  

please	
  note	
  that	
  not	
  all	
  investigations	
  and	
  services	
  are	
  available	
  24hr	
  to	
  the	
  ED.	
  
2. There	
  are	
  7	
  or	
  8	
  physicians,	
  many	
  residents,	
  40+	
  nurses	
  and	
  5	
  clerks	
  who	
  work	
  in	
  the	
  ED	
  each	
  day.	
  	
  To	
  assure	
  that	
  information	
  

gets	
  to	
  the	
  right	
  person,	
  we	
  request	
  a	
  written	
  rather	
  than	
  a	
  phone	
  referral.	
  	
  
3. Feel	
  free	
  to	
  use	
  your	
  own	
  letterhead	
  or	
  referral	
  forms	
  as	
  long	
  as	
  you	
  provide	
  comparable	
  information.	
  
4. Please	
  provide	
  your	
  most	
  direct	
  contact	
  information	
  so	
  that	
  the	
  Emergency	
  Physician	
  can	
  call	
  or	
  fax	
  to	
  you	
  any	
  further	
  

communication.	
  

Your	
  
Info	
  

	
  
Physician’s	
  Name___________________________________________	
  	
  OHIP	
  referral	
  #______________________________	
  
	
  
Contact	
  Info:	
  	
  	
  Cell/pager	
  ___________________________________	
  	
  Fax_________________________________	
  

Patient	
  
Info	
  

(Complete	
  if	
  no	
  patient	
  sticker	
  affixed	
  above)	
  
Patient’s	
  Name	
  	
  	
  _____________________________________________________________	
  	
  Gender	
  _____________________	
  
	
  
OHIP	
  #______________________________Age	
  or	
  DOB	
  _______________	
  Allergies	
  _________________________________	
  

Clinical	
  H
istory	
  

__________________________________________________________________________________________________________________________	
  
	
  
__________________________________________________________________________________________________________________________	
  
	
  
__________________________________________________________________________________________________________________________	
  
	
  
__________________________________________________________________________________________________________________________	
  
	
  
__________________________________________________________________________________________________________________________	
  
	
  
__________________________________________________________________________________________________________________________	
  
	
  
__________________________________________________________________________________________________________________________	
  
	
  
__________________________________________________________________________________________________________________________	
  
	
  
__________________________________________________________________________________________________________________________	
  

	
  
__________________________________________________________________________________________________________________________	
  
	
  
__________________________________________________________________________________________________________________________	
  
	
  
__________________________________________________________________________________________________________________________	
  

	
  

Attach	
  

	
  
Please	
  attach	
  any	
  medication	
  lists,	
  relevant	
  investigations	
  and	
  consultation	
  records	
  that	
  you	
  might	
  have.	
  
Then:	
  

FAX	
  TO	
  THE	
  ED	
  
(905)	
  704-­‐4766	
  

ER	
  Clerk,	
  please	
  give	
  this	
  referral	
  to	
  Triage	
  so	
  it	
  is	
  attached	
  to	
  the	
  patient’s	
  chart	
  
Triage,	
  if	
  the	
  patient	
  is	
  No-­‐Show,	
  please	
  fax	
  back	
  to	
  the	
  referring	
  physician	
  indicating	
  that.	
  

	
  
	
  

DO	
  NOT	
  DISTROY—SCAN	
  AS	
  PART	
  OF	
  PATEINT	
  CHART	
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