a

Patient Referral Form A S CARE

Patient Name: DOB or HC#:

Daytime Phone No.: Date:

Referral For:

] Sports Medicine Physician / Physiatrist : Orthopedic Surgeon

j Physiotherapy : EMG Testing

: Massage Therapy : Naturopathic Doctor

: Chiropractic : Osteopathy

: Pelvic Health Physiotherapy : Dietitian

: Concussion Management : Personal Training

: Orthopaedic Braces ; Runners Program

: Orthotics | | Other

Reason For Referral / Working DX:

: Medications : Allergies

|| X-Rays (films with patient appointment) | | Other Tests (reports enclosed)
Name of Referring Referring Physician Address
Physician: & Contact Info

Physician Billing #:

Physician Signature:

Please check box if you are part of a FHO/FHT so we can appropriately
direct your referral.

|:| Please send more referral pads

CENTRAL FAX NUMBER: 416.479.8688

Please see reverse for map and location telephone numbers.
For more information about our locations and services
please visit athletescare.com.
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