Letter of Referral 
4CC Hepatology Clinic
Fax:  (416) 340-5019
1.
Patient Name
__________________________________  
J number:  __________________ 





Last, First




DOB


__________________________________
OHIP  _____________________


Address /

______________________________________________________________ 


Phone 

______________________________________________________________ 

2.  
Indication for referral ____________________________________________________________ 

________________________________________________________________________________

________________________________________________________________________________

Inpatient  ( 
Location:  ___________________________________________________________ 

Resident’s name and contact number:  ____________________________________ 

Staff physician’s name and contact number:  ________________________________ 


or


Outpatient  (
Please include:     (  recent blood work
(  ultrasound/CT 

      (  gastroscopy report
(  discharge summary (if applicable)


Family physician (name, address, phone/fax number) _____________________________________ 

________________________________________________________________________________ 

3.
Comments  ____________________________________________________________________ 

________________________________________________________________________________ 

________________________________________________________________________________ 

Referred by:  ________________________________
 Signature:  _________________________ 

Date:  ______________________________________ 

Please do not direct patients to call Dr. Florence Wong’s office for appointment as we have no access to SMH Central Booking system.  Patient or GP will be notified by Central Booking.  








