[image: ]Rectal Diagnostic Assessment Program
Patient Navigator
Tel: (519) 685-8500 x 53232
                     Fax: (519) 432-1805

   



	                                                    	  




Patient Name:  ___________________________________	HIN:  __________________________ VC:  _______
Address:  ________________________________________	Date of Birth : _____________________________
________________________________________________	Phone:   ______________Alternate____________
_______________ ________________________________	Translator Required :                 Yes |_|          No |_|
Special Needs:  (Mobility Restrictions /Other) __________________________________________________________    
Presenting Symptoms: ________________________________________________________________________________________________________________________________________________________________________________________________    
Required Information 
Pertinent Medical and Surgical History:
________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________

Current Medication:  ______________________________________________ ________________________________
________________________________________________________________________________________________________________________________________________________________________________________________
Allergies:  ________________________________________________________________________________________
Has patient had any previous CT/MRI?                                   	Yes |_|   No |_|           If yes where and when? ________________________________________________________________________________________________
Please ensure that CBC, INR, PTT, CEA and Creatinine are completed on the patient prior to sending referral and also please fax results to office.   Please include any completed relevant Diagnostic Imaging results with referral.           
If you do not wish to use the referral form, please send your own electronic generated referral letter as well as providing all of the requested information on the Referral Form.   
Referring Physician: (please print)___________________________   Telephone:  (____)______________________   
[bookmark: _GoBack]Signature: ______________________________________________  Fax:  (___)______________________________      
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