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New Consultation 

Referring Physician 

Name: 

 
 
 
   Date:  

 Last First    
 

Phone:  Email  : 

 

OHIP Billing 
Number:  

Reason for Referral 

  

  

  

Available Imaging (XR, U/S, MRI)? 

Patient Information 

 

 
 
 

                 Place Label Here 

  

DOB: 

HCN:    

Email:    

Phone:    

Referring Physician Signature 

 

Signature:  Date:  

 

Dr. J. Akindolire MSc, MD, FRCSC 
Orthopaedic Surgeon 
176 Essex St. 
Sarnia, ON N7T 4R9 
p: 519.491.5677 
f: 519.344-6543 
www.akindolireortho.com 
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