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West GTA Endoscopy

Sheridan Centre, Unit 183 B1 & B2

2225 Erin Mills Parkway

Mississauga, ON L5K 1T9

Tel.: (905) 823-0223 « Fax: (905) 823-9780
Email: westgtaendoscopy@bellnet.ca
Website: westgtaendoscopy.com




	Referral Form


	Referring Physician:                                              
	Billing No:



	Address:


	Tel #:



	
	Fax #:




Patient’s Name: _________________________________________  Sex: _____

Date of Birth: ___________________  OHIP No: _________________________

Address: _________________________________________________________


   ___________________________________  Tel. # ________________

Reason for Referral: 

	
	GASTROSCOPY
	
	COLONOSCOPY:
	Screening       OR      Diagnostic
	
	OTHER


Related Symptoms:  ________________________________________________

__________________________________________________________________________________________________________________________________

Other Medical Concerns: _____________________________________________

_________________________________________________________________

	NO
	
	YES
	__________________________________________


Allergies: 
	  NO
	
	  YES


Antibiotic Prophylaxis for Valvular Heart Disease:   

Is your patient taking any of the following medications?

	   
	  ASA
	
	Coumadin
	
	Others ______________________________


Referring Physician’s preference on follow-up after procedure:
	
	Back to Referring Physician with recommended course and/or treatment


	
	Scoping Physician to assess and manage accordingly


	____________________________________
	
	_______________________

	                 Physician’s Signature: 
	
	                Date:


· Please hand this form to your patient after faxing it to us at 905-823-9780.

· We will fax this referral back to your clinic to confirm patient’s appointment.
	West GTA Endoscopy Referral Confirmation:

	Appointment Date: __________________________ Time: _________AM/PM
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