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 (
Patient Information
Name
:_
_____________________________________________________
Address
:_
___________________________________________________
DOB
:_
______________________________________________________
Phone
 No
:_
____________________
______________________________
Email
:_
_____________________________________________________
OHIP
:_
____________________________________
_
_________________
)






Referral to :
        General Pediatrician (Dr. S. Sit, Dr. A. Lavorato, Dr. M. Prashar)
        Allergist (Dr. A. Ciccolini)
        Pediatric Respirologist (Dr. R. Verma)
        Afterhours Clinic Pediatrician (Urgent same day or next day)

 (
Reason for Referral:
)




Referring MD:_____________________________________  Billing Number :____________________
Address:___________________________________________________________________________
Phone:____________________________________   Fax: ___________________________________
Signature:_______________________________________Date:______________________________
PLEASE FAX REFERRAL TO: 905-264-0801 OR EMAIL TO: admin@rutherfordmedicalclinic.ca
5283 Rutherford Road, Unit 3, Woodbridge, ON L4H 2T2
Ph. 905-264-8311  Fax 905-264-0801
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