
 

 

REFERRAL     TO

St. Paul’s Hospital    PACIFIC LUNG HEALTH CENTRE

Patient Name:______________________ Referring M.D.__________________________

Address:___________________________ Address:______________________________

_________________________________ _____________________________________

Date of Birth:_______________________ Telephone:____________________________

PHN:______________________________ Fax:_________________________________

Telephone: (home)___________________
                   
                  (work)____________________

Reason for 
Referral:__________________________________________________________________________

________________________________________________________________________________

Related Medical/Surgical 
Problems:________________________________________________________________________

________________________________________________________________________________

Medications:______________________________________________________________________

________________________________________________________________________________

Relevant Laboratory 
Data:____________________________________________________________________________

Date:________________________        Physician’s Signature:______________________________

APPOINTMENTS: 604-806-8818 FAX: 604-806-8839


