
Fraser Gastroenterology 
Dr. Daud Akhtar, MD, FRCPC(Gl&IM),ABIM(IM) FAX: 844-333-0198 EMAIL: frasergastroenterology@gmail.com 

4-2785 Bourquin Gres W, Abbotsford, BC V2S 5X6, Canada PLEASE FAX COMPLETED FORM WITH ALL INFO
Telephone Number: +1(604) 735-6434 

Patient Demographic Information Referring Provider Information 

Last Name: I Provider Name: I 

First Name: I MSP#: I 

PHN: I I Clinic Name: I 
DoB (mm/dd/yyyy): Gender:□ MD F □Other Clinic Address: I 
Cell Phone: 

I 
Clinic Phone: I 

Email: I 
Clinic Fax Number I 

Mailing Address: I GP Name (if not referring): I 
City: 

I Postal Code: 

Description of GI Problems 

Past Medical History 
Medications 

I 

Procedure Requestrd: EGD, Colonoscopy, ERCP, EUS
Allergies 

Family History 

Urgency of Referral: Indicate if Emergent(< 2 wk), Urgent(<8 week), Semi-urgent( < 12 week), or Elective 

On the following page, indicate the primary reason for referral and attach the relevant investigations. Balded items are necessary for triage. 

I 




