REFERRAL FORM - Fax to 613-354-8241

Referral date (dd/mm/yyyy):

Mykola Khokhotva MD, FRCSC - General Surgeon

Is this an urgent referral? | YES O | NOO

Lennox & Addington County General Hospital
Room 222, 8 Richmond Park Drive, Napanee ON
Tel: 613-354-8240 Website: napaneesurgery.ca

If yes, specify medical reason for urgency

Please inform your patient about this referral and p
Referral information sheet provided? YES O NO

REFERRAL REQUEST: COLONOSCOPY

GASTROSCOPY

rovide a copy of our referral information sheet
O (See website for information sheet)

OTHER

Patient Information (affix label or complete)
Name

OHIP#

DOB (dd/mm/yyyy)
Phone

Address

VC

Referring MD / NP name
Signature
OHIP billing#

Phone
Fax

Family MD (mandatory if not the referring provider)

REASON FOR REFERRAL (concise symptoms and provisional diagnosis)

If the referral is for a lower GI complaint (including rectal bleeding, hemorrhoidal symptoms, anorectal
pain) specify when the last colonoscopy was performed and attach procedure and pathology reports.

Previous colonoscopy ‘ YES O ‘ NO O | Date

(mm/yyyy)

MEDICAL HISTORY (active & relevant past diagnoses)

Diabetes (on medication) YESO NOO

Pacemaker/ defibrillator

vesO | No O

Obstructive sleep apnea

vesQ|[Nno O

Malignant hyperthermia

YesQ|No O

Mpyocardial infarction,
stroke, DVT/PE in the past
6 months

YesQ|No O

CURRENT MEDICATIONS (list ALL current prescription medications; dosing is not required)

If the patient is not taking any prescription medicati

ons, write NONE.

List:

YesO)

Medication allergies

No(O)

Coumadin/Warfarin

YESO NOO

Can be held for 5 days before procedure?

@)

YesQO) No(O)

Plavix, Brilinta, or other
systemic antiplatelet Rx

Can be held for 7 days before procedure?

1@

YEsO)

Direct oral anticoagulant
(Dabigatran, Rivaroxaban
Apixaban, and similar)

eI @

Can be held for 2 days before procedure?

1@

Please attach additional relevant information (imaging, laboratory results, your office EMR profile, etc.)

PLEASE NOTE: INCOMPLETE REFERRALS WILL BE RETURNED




	Referral date ddmmyyyy: 
	If yes specify medical reason for urgency: 
	Family MD mandatory if not the referring provider: 
	Date mmyyyy: 
	List: 
	Billing number: 
	Text2: 
	Text3: 
	Group4: Off
	Name: 
	OHIP: 
	VC: 
	DOB: 
	Text9: 
	Provider name: 
	RFR 1: 
	Group1: Off
	Group2: Off
	Group3: Off
	Group5: Off
	Group6: Off
	Group7: Off
	MEDICAL HISTORY: 
	CURRENT MEDICATIONS: 
	Group8: Off
	Group9: Off
	Group10: Off
	Group11: Off
	Group12: Off
	Group13: Off
	Group14: Off
	Address 1: 
	Group15: Off
	Check Box1: Off
	Check Box2: Off
	Check Box3: Off


