
CLINIC REFERRAL FORM

Date:     

Ref MD:

MSP #: 

Address:  

Phone:  

Fax:

Email:

Signature:

Patient Name:  

PHN:      

DOB:      

Sex at birth: M / F

Address:  

Cell:

Home:

Work:  

Email:     

Reason for Referral: 
_______________________________________

HPI:
_______________________________________
_______________________________________
_______________________________________
_______________________________________
_______________________________________

Timeframe: 
❑ Routine <6 mos 
❑ Semi-Urgent <6-8 weeks
❑ Urgent < 2 weeks

Spirometry requested:
❑      Yes (please fill separate spiro req)
❑      No

Family doctor / other CC info:
_______________________________________
_______________________________________

OFFICE USE ONLY
Appointment Date:    Appointment Time:

Respiratory History:
_______________________________________

Past Medical History:
_______________________________________

Social History:
_______________________________________

Medications:
_______________________________________

Allergies:
_______________________________________

Other:
❑  Needs interpreter
     language ___________________________

Please fax this form along with your 
detailed notes/records.

INSPIRE Lung and Medical Centre
Unit 302 - 9639 137A St, Surrey, BC, V3T0M1
Phone: 604 676 7750 Fax: 604 676 7751
Website: www.inspirelmc.com
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