The Simcoe Clinic


Physician Referral Form

Referring MD 
Name____________________________________Billing Number__________________
Address_________________________________________________________________
Phone__________________Private_____________________Fax___________________
Patient 

Name___________________________________________Phone___________________
Address_________________________________________________________________HCN___________________________DOB____________________________________

WSIB: Yes   No   If Yes: WSIB #___________________
PLEASE ATTACH RELEVANT

Lab work, Imaging, EMG/NCS, Consults including Neuro, Neurosx, Ortho, Rheum, Physiatry, Psych, Oncology and Pain.  

Current Pain Problem / Diagnosis



Current Treatments (include doses)



Previously Tried Treatments
Other Past Medical History

I acknowledge that I will resume ongoing care of my patient after discharge from The Simcoe Clinic and this may involve prescribing acting opioid medications.

Signature________________________________Date___________________________

The Simcoe Clinic

370 Bayview Dr, Suite 118, Barrie, Ontario L4N 7L3
Phone : 705-728-8860 Fax : 705-737-4733 simcoeclinic@gmail.com


