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XXX Street, Kingston, ON  K7M 0A1
Phone  xxx-xxx-xxxx      Fax  xxx-xxx-xxxx
reception@scopemedical.ca      www.scopemedical.ca
Referrals may be sent on this form, or by Ocean eReferral.ß
Scope Medical accepts any general internal medicine referral.
Please attach the family history, past medical history, an updated medication list, recent laboratory results, and relevant consult notes.
	Patient details  (print or label)
	Referring physician or nurse practitioner

	First name  __________________________________
Last name  __________________________________
Date of birth  ________________________________
Sex  _______________________________________
OHIP number  _______________________________
Mobile  ____________________________________
Home phone  _______________________________
Email  _____________________________________
Alternate contact  ___________________________
	Name  _______________________________________
OHIP billing number  ___________________________
Family physician, if different  ____________________
CPSO or CNO number  __________________________
Fax  _________________________________________
Phone  ______________________________________
Address  _____________________________________
City  ________________________________________



	Referral date ___ / ___ / ______
	Signature ______________________________


Reason for consultation
	 
 
 
 


Emergencies and unstable patients should go to the emergency department. This office cannot see them.
Please fax this form to xxx-xxx-xxxx.
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